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RIMARY anastomosis of the intes- 
P tine has been the procedure of choice 
for reestablishment of continuity 
after resection of a segment of the bowel. 
In the region of the rectum, however, 
primary anastomosis has not won uni- 
versal acceptance, because of the difficul- 
ties encountered in its successful execu- 
tion. Among these difficulties have been 
(a) the problem of controlling bacterial 
infection from the intestinal contents, (b) 
the obstacle presented by the poor blood 
supply of this segment of the bowel, and 
(c) the technical difficulty of suturing the 
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restricted space in the bottom of the 
pelvis. 

The discovery and development of the 
newer antibiotics, which brought better 
control of wound and peritoneal infection, 
gave new impetus to the study of suture 
methods in anastomosis. Recent studies 
on the lymphatic spread of cancer of the 
sigmoid have shown that a wider expanse 
of mesentery can be extirpated when 
anastomosis is contemplated, far wider 
than is possible with the Mikulicz-Paul 
procedure or any of its modifications. As 
a consequence, the old Mikulicz-Paul 
method has been relegated to the realm 
of surgical history and is employed only 
in the few cases in which it is impossible 
to carry out anastomosis. 

The blood supply in the region of the 
rectum has constituted a major problem 
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Fig. 1.—Clamp described. The instrument is 
made up of (A) the male part; (B) the female 
part, and (C) the bolt. 


in the performance of anastomosis. The 
rectal stump is in large measure deprived 
of its blood supply through ligation of the 
superior hemorrhoidal vessels, which 
carry most of the blood to the rectum. 
The result is that leakage through the 
suture line, with consequent infection, 
fistulization, retraction and stenosis, still 
is of frequent occurrence despite modern 
improvements in surgical technic. The 
blood supply from the inferior and middle 
hemorrhoidal vessels is barely sufficient 
to maintain the vitality of the remaining 
stump. Furthermore, the middle hemor- 
rhoidal vessels are inconstant in charac- 
ter, or thrombosed, as in the case of 
patients of advanced age who seek treat- 
ment for cancer. Of great interest also 
is the fact that the sutures themselves 
will impair the blood supply in the line 
of anastomosis, causing the sloughing off 
of part or whole of the anastomotic area. 
Although such an extreme degree of 
sloughing is encountered relatively infre- 
quently, lesser degrees of the same process 
are met with more often. For instance, 
ischemic swelling of the stump because 
of poor blood supply, and tearing of the 
bowel wall by the sutures when the wall 
becomes dilated by edema, are of frequent 
occurrence. The effect of edema upon the 
sutured wound has been studied recently 
by Findlay and Howes,' who showed that 


142 


AUGUST, 1952 


slipping of the knots can occur or the 
sutures can easily cut through the tissue. 
These holes in the wall provide potential 
or actual pathways by which the intes- 
tinal contents can reach the pelvic cavity. 
In proof of this is the high incidence of 
infection and fistulization. Dixon,? for ex- 
ample, shows that in a large number of 
cases fistulization supervened as an im- 
mediate complication of anastomosis. 

In order to insure better vitality of the 
stump the rectum might be sectioned 
short, thereby decreasing the distance 
blood must travel in order to reach the 
suture line. But this poses such technical 
difficulties that the ultimate outcome 
would be no improvement on a longer 
stump. It is not surprising, therefore, 
that surgeons prefer to use the sacral 
route,* thereby not only adding another 
step to the operation but necessitating the 
sacrifice of important tissue and inner- 
vation. Invagination of the rectum with 
suture performed outside the anal canal 
has been attempted. Even disregarding 
other disadvantages of this procedure, 
such as the difficulty of inverting the 
rectal stump, it is obvious that suture 
of an inverted portion of the intestine to 
a noninverted segment is poor technic and 
is permissible only if no better method 
is available or feasible in the circum- 
stances. 

A multiplicity of methods usually sug- 
gests the inadequacy of any one. The 
many modifications that have been offered 
in an attempt to resolve the difficulties of 
suture in rectal anastomosis indicate that 
here too the answer has not been found. 

With these facts in mind we attempted 
a different approach to the problem. In- 
stead of using sutures we devised a clamp 
which holds both ends of the intestine in 
coaptation until healing takes place and 
the approximated ends adhere firmly one 
to the other. At this stage the diaphragm 
which is between the two ends is severed 
by the clamp, which can then be removed 
through the anal canal. Thus the conti- 
nuity of the bowel is reconstituted with a 
minimum of scar tissue and without in- 
terference with the blood supply. All pres- 


; 
: 
| 


VOL. XVIII, NO. 2 


sure is made upon the portion to be re- 
moved, the ends of the intestine are at 
all times free,-and healing takes place 
faster and better than with the suture 
method. As the pressure on the ends is 
uniform throughout their circumference, 
coaptation is perfect and, as there are no 
suture holes, leakage is impossible. The 
only possible source of contamination is 
from spillage of intestinal contents dur- 
ing the operation, but this type of con- 
tamination can be reduced to a minimum 
by thorough preoperative preparation of 
the bowel with antibiotics and by using 
great care during the operation to protect 
the operative field with towels. Parenteral 
administration of antibiotics reduces 
wound drainage to minor proportions. 
Furthermore, operative contamination is 
of common occurrence with open methods 
of suture, and that it does not interfere 
much with the results is proved by the 
fact that open methods are more popular 
than closed. 

The Clamp.*—To some extent the clamp 
(Figs. 1 and 2) recalls the Murphy but- 
ton, with the difference that it has a 
handle and a third piece which is screwed 
into the male portion under controllable 
pressure. Furthermore, it is assumed that 
the instrument can be handled or adjusted 
at the surgeon’s will. 

In devising such an instrument the idea 
was to have a clamp that would accom- 
plish suture-free anastomosis of the rec- 
tum. The ends of the intestine were to be 
brought into contact and held so by the 
clamp, and the pressure was to be placed 
upon the intestinal walls in such a way 
that only that portion of the bowel which 
was to be removed would suffer impair- 
ment of its blood supply. The clamp would 
also accomplish precise approximation of 
the ends because, having the same di- 
ameter as the intestine, the clamp would 
serve as leader. The purse-string sutures 
used to hold the walls of the intestine 
against the clamp were to be only pro- 
visional in purpose and placed within the 
jaws of the clamp, permitting their re- 


*Manufacturer, G. P. Pilley & Son, Philadelphia. 
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moval with the remainder of the portion to 
be removed. These sutures would not in- 
terfere with the blood supply of the por- 
tion to be anastomosed. 

The male piece has a head which is in- 
troduced into the proximal end of the 
intestine (Fig. 3A), after the bowel has 
been resected and a purse-string suture 
run in. The cut edge of the bowel should 
be inverted into the space especially pro- 
vided for it in the head of the male piece 
of the clamp. 

Under careful asepsis the female piece 
(Fig. 3B) is inserted into the rectum be- 
fore the operation. The perineum is thor- 
oughly shaved beforehand in order to 
eliminate hair, which might interfere with 
the introduction of the third piece and 


A 


Fig. 2.—The two auxiliary pieces are (A) a 
holder made up of heavy steel wire, which serves 
to give firm support and to prevent rotation of 
the clamp when the bolt is being screwed into 
the male piece, and (B) the piece to be attached 
to the bolt in order to give more power in 

screwing the bolt into the male piece. 
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especially when it is being screwed into 
position. The head of the female piece 
should be covered with a square piece of 
rubber dam lubricated with petrolatum or 
a similar lubricant, to prevent injury to 
the rectal mucosa during its introduction. 
The rubber dam is withdrawn as soon as 
the clamp is in place. Eventually a slight 
dilation of the anal canal may be neces- 
sary. 

With the bowel resected and the male 
piece introduced into the proximal end 
of the bowel, a purse-string suture is 
passed around the stump of the rectum 
(Fig. 3B). The stitches should pick up 
only about 2 mm. of the intestine, lest 
too much tissue be included in the clamp. 
The walls of the rectum should be thor- 
oughly cleansed of all fatty tissue for a 
distance of 1 to 2 cm. so that no fatty 
tissue is included within the clamp. The 
purse-string sutures should be kept loose 
to prevent the mucosa from entering the 
opening of the female clamp; otherwise it 
would be difficult to introduce the male 
portion. Redundant mucosa should be 
trimmed off, or three or four strings of 
catgut may be inserted to hold the mucosa 
in place and keep the opening of the 
female piece free from obstruction by the 
mucosa. These strings of catgut should 
be kept taut by the assistants while the 
male piece is being introduced into the 
female piece. 

Once both portions of the clamp are 
brought together the purse-string suture 
is tied and the edges of the wall of the 
stump are inverted (Fig. 4C). An assist- 
ant should push the female piece against 
the perineum during the attempt to in- 
troduce the male piece into the female. 
Also, to facilitate the connection of the 
two pieces, the assistant should push the 
clamp in such a way that it will be di- 
rected anteriorly. As soon as one piece 
is placed within the other, the assistant 
screws the third piece into the lower end 
of the male clamp while the surgeon, with 
his fingers placed between the two clamps, 
regulates the pressure to be exerted upon 
the bowel. Then ends of the bowel and the 
rectal stump should be brought into con- 
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tact without pressure but must be kept 
in intimate contact. 

Approximating sutures in the fatty 
tissue around the area of anastomosis are 
desirable to afford stronger support of 
the anastomosed area. 

After completion of the anastomosis a 
Babcock sump drain is left in the pelvis 
and the peritoneum is closed above the 
line of anastomosis. 

The clamp is held in place by passing 
strings of gauze or similar material 
through openings provided for this pur- 
pose in the base of the female piece. The 
strings are fastened around the patient’s 
waist or to the adhesive tape of the ab- 
dominal dressing. 

Preoperative Management.—The usual 
preparation for a resection of the large 
bowel should be carried out, and no spe- 
cial care is necessary for the use of the 
clamp. Emphasis should be placed upon 
adequate cleansing of the bowel. 

Postoperative Care. — Postoperative 
care is along the line of that customary 
for resection. Penicillin and streptomycin 
are indicated. A non-residue diet may be 
started on the third day, and care should 
be exercised to keep the clamp clean so 
that gases and feces can escape freely 
through the opening devised for this pur- 
pose. 

Beginning with the fourth or fifth post- 
operative day, the clamp is screwed up 
progressively until complete crushing can 
be accomplished on the eighth or ninth 
day. Progressive clamping of the intestine 
eliminates bleeding by occluding before- 
hand the edges of the area to be sectioned 
(Fig. 3D). 

Finally, the clamp can be removed on 
the ninth or tenth day if it is completely 
loose. Care should be exercised to avoid 
withdrawing the clamp before it is loose; 
otherwise the intestinal wall may be torn. 

Should the clamp be longer than the 
rectal stump, a square piece of foam rub- 
ber may be inserted between the clamp 
and the perineum. Pieces of gauze will 
serve as well. 

The clamp was designed and built to 
permit the patient to maintain the sitting 
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Fig. 4.—Macroscopic and microscopic sections of the area of anastomosis ten days after application 
of the clamp. A, slight enlargement (< 10) showing that the area is well healed and firm with 


little sear tissue formation. 


There is neither diaphragmatic stenosis nor distortion as commonly 


seen with the suture method. B, magnification, < 200, of the area of anastomosis. 


position without much discomfort while 
the clamp is in place. In case of spasm 
of the sphincters a long-acting oil-soluble 
anesthetic may be injected into the 
sphincters. 

Advantages of the Clamp Method.—The 
clamp method of anastomosis possesses 
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numerous advantages over the suture 
method: 

1. As very low anastomoses can be per- 
formed with the clamp, the blood supply 
of a shorter stump may be expected to be 
better than that of a longer one. 

2. As no sutures are required, the 
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chances for proper healing of the anasto- _the clamp. The cut edges of the intestine, 
mosis are greater. where the cancer cells may be lodged, are 

3. By the elimination of sutures, the removed later, when free cells are no 
complications caused by their presence are _longer present. The dangerous area is re- 
prevented. The walls of the intestine re- moved, therefore, without inviting the 
main intact in the absence of perfora- hazard of new implants because the source 
‘ions, which are inevitable with the suture _has been eliminated. 


method. As a consequence, leakage, with Experimental Work.—The present pre- 
resulting infection, retraction and ste- liminary report is based upon work in 
nosis, can be prevented. 3 dogs. The clamp has not yet been em- 


4. Prevention of infection and distor- ployed clinically. The experimental results, 
‘ion, as well as better coaptation of the however, have been most gratifying. Good 
odges in the line of anastomosis by the use healing, good function and absence of 
if the clamp, may be expected to give bet- complications (retraction, infection or 
‘ier functional results; for instance, con- excessive scar tissue formation) were ob- 
‘inence and normal sensation. served in the three. Substantiation was 

5. The anastomosis is easier to accom- obtained in histologic sections (Fig. 4). 
olish and technically more accurate. The It is significant that in these animals no 
two pieces of the clamp—male and female _ special preoperative care was given other 
—serve as leaders, bringing both ends into than the routine administration of de- 
precise contact (Fig. 3C). It goes without worming pills. In 2 of the animals the in- 
saying that some familiarity with the _ testine was full of feces, but no difficulty 
clamp is necessary, and perfect results was encountered from this source and no 
should not be expected in the first few complications developed. In 1 animal 
cases. Yet the instrument is so simple and formed stools passed through the opening 
the procedure so mechanical in execution in the clamp. Neither hemorrhage nor 
that no particular skill is required. abdominal distention was observed. 

6. Because of its design, the clamp can Because of the difficulty in keeping the 
be used for very low anastomosis, which clamp in place in these animals, a daring 
permits the resection of a wide area below experiment was projected. In 1 dog the 
the lesion. The potentialities for radical clamp was completely tightened immedi- 
operation, therefore, are not over- ately after the operation. The result was 
shadowed by economical excision of the that it did not hold in place and the dog 
bowel. This fact does not imply that the | succumbed to peritonitis. This experiment 
clamp should be used for carcinomas of — lends emphasis to the well-known fact that 
the rectum located below the middle valve biologic laws that govern the healing of 
of Houston. This point has been empha- wounds cannot be disregarded and that 
sized in other papers. the clamp should never be completely 

7. Implantation of cancer cells in the closed until healing has advanced suffi- 
line of anastomosis, as observed by Dukes‘ ciently to allow its maintenance and con- 
and by Gabriel,® is minimized with use of _ tinuation in the area of anastomosis. 


Fig. 3—Main steps in application of the clamp. A, the male part is introduced into the proximal 
end of the bowel after resection of the diseased intestine and is held by a purse-string suture. 
The edge of the bowel in its entire circumference is inverted into the space provided for it in 
the head of the clamp, as shown. B, a purse-string suture is placed in the rectal stump after 
the walls have been cleansed of fatty tissue. (This female piece is inserted into the rectum 
before the operation.) C, after the male piece is introduced into the female piece the purse-string 
suture in the distal segment is tied and the ends inverted as shown in the illustration. There 
is sufficient space in the head of the female piece to accommodate the invested edges of the rectal 
wall, provided they have been cleansed of fatty tissue before inversion. D, the last step is accomp- 
lished. Note the diaphragm formed by the intestinal edges divided by the jaws of the clamp. The 
illustration shows that there is no pressure upon the area of anastomosis. Healing is not im- 
paired, no holes are present in the intestinal walls, and the coaptation between the two ends is 
perfect because the clamp serves as a leader. The continuity of the bowel is well sealed by the 

clamp, permitting no escape of fecal material. 
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ADDENDUM 


The present preliminary report was 
ready for publication when a paper by 
Sugarbaker and Wiley, advocating the 
same _ idea, appeared in the November 
1951 issue of Surgery, Gynecology and 
Obstetrics. Although we have no desire to 
claim priority, we believe that this clamp 
was actually reported first when it was 
presented by one of us (I.8.) before the 
American Proctologic Society in July 
1951. Nevertheless, the appearance of the 
article by Sugarbaker and Wiley, though 
it gives us some twinges of regret for our 
tardiness in publication, bears witness to 
the worth of the clamp, because these 


authors accomplished gratifying results _ 


with its clinical application, whereas our 
work was limited to dogs. 

In the interest of completeness a com- 
parison of these two clamps should prove 
rewarding because, despite the similarity 
of the basic idea, there are fundamental 
differences in the mechanics of construc- 
tion which may in time be of technical 
as well as clinical importance. 

In discussing these differences we are 
admittedly somewhat at a disadvantage, 
both because of the experimental nature 
of our work with the clamp and because 
of the type of animal employed. Dogs are 
a handicap in this type of work, because 
they cannot be immobilized and it is there- 
fore impossible to hold the clamp firmly in 
place. Despite these handicaps, however, 
our results parallel those obtained clini- 
cally by Sugarbaker and Wiley. 

Features meriting discussion are as 
follows: 

1. When the lower portion of the Sugar- 
baker and Wiley clamp is slipped through 
the surgically opened rectum the rectum 
and anal canal are forced. Furthermore, 
it is difficult to hold this clamp, because 
the portion by which it is grasped is in- 
adequate for the purpose. Insertion of our 
clamp is accomplished easily through the 
perineum, and all forcible maneuvers are 
thereby avoided. The needles in the Sugar- 
baker and Wiley clamp prevent insertion 
by this route. 
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2. The ends of the intestine are held 
firmer by the purse-string suture placed 
around the screw of our clamp than by 
the needles in the Sugarbaker and Wile, 
device. All the tension is placed upon such 
sutures, and the clamp has no function in 
holding the intestine. 

3. It would seem to be more difficult to 
find the right position for apposition of 
the two parts of the Sugarbaker and Wiley 
instrument, because the holes for the 
needles should be very small. Further- 
more, once the clamp is inserted within 
the intestine no grasping surface is avail- 
able. Pressure upon the intestine is in- 
evitable in carrying out the necessary 
maneuvers. 

It would seem to us that in this respect 
our clamp possesses preferable features. 
Instead of the use of needles to prevent the 
rotation of one portion of the clamp over 
the other, three grooves evenly spaced 
about the shaft are present in the male 
piece. Slight rotation of the male piece 
permits the pin in the female piece to 
drop quickly into one of the grooves. As 
the pin is located high, adequate space is 
provided to make possible the grasp on the 
stem screw, so that compression of the 
bowel ends-against the heads of the clamp 
can be avoided or greatly minimized. 

4. No cutting surface is provided in the 
heads of the two pieces of the Sugarbaker 
and Wiley clamp, and therefore clean sec- 
tion of the bowel is impossible. Conse- 
quently, the area of necrosis is too exten- 
sive and eventually may extend beyond the 
area of healing. On the other hand, the 
screw sections of the Sugarbaker and 
Wiley clamp are shorter and safer, where- 
as ours has to be tightened more carefully 
and progressively in order to obtain thron- 
bosis of the vessels before the definitive 
cutting of the bowel. This is why we re:- 
ommend that our clamp be tightened one 
or two turns on the fourth or fifth day 
and the tightening repeated on subsequent 
days, so that by the eighth or ninth day 
screwing of the clamp will have been con.- 
pleted. The clamp can be removed one cr 
two days thereafter. 

5. Most important is this last featur’. 


| 
( 
148 


C- 


n- 


VOL. XVIII, NO. 2 


The clamp devised by Sugarbaker and 
Wiley has a long stem which protrudes 
from the anus, incapacitating the patient 
for ten days by making movement in bed 
very difficult. During this period the pa- 
tient cannot sit up and as a consequence 
cannot leave the bed. We too encountered 
this obstacle, and it was several months 
before we found the answer. As is shown 
in Figure 3, the clamp has a third piece 
or serew which fits into the female portion. 
The portion that lies outside the anus is 
at and lies against the perineum, per- 
mitting the patient to move freely in bed 
and even to sit down on the clamp. The 
use of pillows or of an inflated rubber ring 
allows the patient to maintain the sitting 
position for hours if necessary or desired. 
Furthermore, the bell-shaped portion of 
the lower end is a protection against the 
possibility that the clamp may be pushed 
into the rectum. Holes in this external 
portion of the clamp permit the insertion 
and tying of gauze strips, which can be 
fastened to the adhesive tape of the ab- 
dominal dressing for greater firmness and 
security of the clamp. 

Obviously, the preceding discussion is in 
the main theoretical. It is not our purpose 
or intent to suggest that the clamp devised 
by Sugarbaker and Wiley has any specific 
drawbacks. Basically the idea in the two 
clamps is the same, and our analysis may 
represent merely our mental attitude to- 
ward the solution of the problems inherent 
in a device which is as yet incompletely 
worked out in principle and detail and 
which has been insufficiently tested in ac- 
tual use. 

Author’s Note: We wish to express here 
our sense of our great indebtedness to Dr. 
Morton J. Oppenheim, Professor and Head 
of the Department of Physiology, Temple 
University Hospital and Medical School, 
for the facilities of his service so gra- 
ciously extended us. 


SUMMARY 


The authors present a method of suture- 
less anastomosis of the rectum. Instead 
of sutures, a clamp devised by the authors 
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is used to hold the two ends of the intes- 
tine in coaptation until firm healing has 
taken place. The technique is fully de- 
scribed. Although this paper is in the na- 
ture of a preliminary report, the authors 
are convinced that further experience with 
the method will justify its adoption. 


RESUME 


Les auteurs présentent un _ procédé 
d’anastomose du rectum qui ne requiert 
pas de sutures. A la place des sutures, 
on présente une pince inventée par eux 
qui tient les bouts de |’intestin en place 
jusqu’a cicatrisation compléte. Méme si 
ce rapport n’est que préliminaire, les 
auteurs en cherchant leur procédé espérent 
que d’autres expérimentations confirment 
leur méthode. 


SUMARIO 


Os autores apresentam um metodo de 
anastomose do réto sem sutura. Em vez 
de sutura, um clampe idealizado pelos au- 
tores é usado para segurar as duas extre- 
midades do intestino em coaptacado até que 
firme cicatrizagéo tenha ocorrido. A tec- 
nica é inteiramente descrita. Ainda que 
este artigo seja uma nota previa, os auté- 
res estao convencidos de que ulterior expe- 
riencia com o metodo justificara sua 
adopcao. 

RESUMEN 


Se presenta un método de anastomosis 
rectal sin sutura. Se usa una pinza original 
de los autores para mantener coaptados 
los dos cabos intestinales hasta que tenga 
lugar la cicatrizacién. Se describe la 
técnica. Aun cuando este articulo puede 
considerarse como una comunicacion pre- 
liminar, los autores se encuentran con- 
vencidos de que la experiencia del método 
justificara su adopcion. 


ZUSAM MENFASSUNG 


Die Verfasser beschreiben eine Methode 
der nahtlosen Anastomose des Mastdarms. 
Anstatt der Naehte wird eine von den 
Verfassern angegebene Klemme benuetzt, 
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um die beiden Enden des Darmes in An- 
naeherung zu halten, bis eine feste Heilung 
stattgefunden hat. Die Technik wird 
genau beschrieben. Der Inhalt der Arbeit 
entspricht im wesentlichen einem frue- 
heren Bericht. Die Verfasser sind der 
Ueberzeugung, dass weitere Erfahrungen 
die Anwendung der Methode rechtfertigen 
werden. 
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The Argentine Chapter will offer three scholarships to Brazilian medical 

The following Fellowships now being offered by the Brazilian Chapter: 

Hospital das Clinicas—Prof. Dr. Godoy Moreira, Sao Paulo. 


Hospital Central da Santa Casa de Misericordia de Sao Paulo. 


Sanatério Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 


The following Fellow- 


Prof. Dr. 
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Renal Metastasis in Carcinoma of the Pancreas 


LOWRAIN E. McCREA, M.D., F.A.C.S., F.1.C.S., anp 
SOLOMON KEESAL, M.D. 
PHILADELPHIA 


metastasis to the upper part of the 

urinary tract is uncommon but not 
care. Metastases may occur by local ex- 
ension or through the blood or lymph 
‘thannels. Malignant lesions of the pan- 
‘reas are not uncommon and are fre- 
uently reported in the literature. There 
ire few references in the literature to 
-enal involvement in carcinoma of the 
pancreas. 

A survey of the aggregate autopsy rec- 
rds of the Philadelphia General Hospital 
‘rom 1939 to 1951 inclusive revealed 230 
cases of tumor of the pancreas. Of these 
230 cases, there were 19 in which renal 
or upper ureteral metastasis or spread 
was demonstrated (see table). Direct ex- 
tension was apparent in some of the cases. 
In others, apparently metastasis took 
place by the lymphatic system or the blood 
stream. 

The anatomic position of the three por- 
tions of the pancreas, head, body and 
tail, is highly important in a consideration 
of metastasis to the upper part of the 
urinary tract. The head of the pancreas 
lies in the concave curve of the duodenum, 
in front of the common bile duct, the in- 
ferior vena cava, the left renal vein, the 
right crus of the diaphragm and the aorta. 
The body is in relation anteriorly with the 
ascending layer of the transverse meso- 
colon, the posterior wall of the stomach 
and the transverse colon; posteriorly it is 
in relation ‘with the aorta, the splenic vein, 
the left kidney and the suprarenal capsule. 
The tail of the pancreas lies above the left 
kidney and in contact with the lower part 
of the inner surface of the spleen. Under 
normal circumstances the head of the 
pancreas has no contact on the right side 
with kidney substance. On the left side 
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the pancreas is in direct contact with the 
kidney throughout a broad transverse 
area. 

Histologically, there are three main 
forms of malignant tumor of the pan- 
creas. 

The first and most frequent type is a 
cylindrical cell adenocarcinoma, originat- 
ing from the duct system and consisting 
of irregular ductlike spaces lined with 
cuboidal or columnar cells, which may be 
in layers. Papillary projection into the 
lumens of the spaces may be present. The 
individual cells have a clearly defined mar- 
gin, a vesicular nucleus, and a single nucle- 
olus. When columnar cells predominate 
they show well-formed tubular spaces and 
dense fibrous stroma of the cuboidal cell 
type. Small clusters or narrow strands of 
undifferentiated cells with multiple nuclei 
are scattered through the stroma, which 
is only moderately dense. Tumors of the 
cylindrical cell type are scirrhous, but 
when the stroma is scanty it may grossly 
resemble that of the medullary type. 

The second type, which is less common, 
presents a cell characteristic of the paren- 
chyma of the pancreas. Lobular masses 
of polyhedral or rounder cells, with poorly 
defined margins and large hyperchromic 
nuclei, are present. Nucleoli are incon- 
spicuous or absent. Well differentiated 
cells may resemble those of a pancreatic 
parenchyma, forming fairly regular rows 
of small rounded clusters and resembling 
pancreatic acini. Pleomorphism may be 
the rule. Because of the formation of 
spindle-shaped cells and bizarre large cells, 
with giant or multiple nuclei, this type 
of tumor may be difficult to distinguish 
from sarcoma. 

The third type is an islet cell tumor that 
produces insulin, giving rise to hyper- 
insulinism. It is encountered in approxi- 
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mately 1 of 50 cases of pancreatic tumor. 

Carcinoma of the pancreas may spread 
from one of two sources. It may metas- 
tasize from the head, or from the body 
and/or the tail. The peritoneum and the 
lymph nodes are readily involved. The 
spread of carcinoma from any portion of 
the pancreas is by direct extension into 
the neighboring tissues, or by way of the 
perineural spaces, the lymphatic or the 
blood channels, especially the veins. Direct 
and/or indirect extension by means of 
the blood channels occurs much more fre- 
quently in cases of carcinoma involving 
the body and tail. The liver is more mas- 
sively involved in association with car- 
cinoma of the body or tail than with carci- 
noma of the head. Spread of the tumor 
may be along the nerve sheaths, which 
may explain the deep-seated, gnawing ab- 
dominal pain, so commonly a clinical mani- 
festation. The posterior surface of the 
body of the pancreas lies directly on the 
celiac plexus. Immerging nerves are in- 
volved more readily in cases in which the 
carcinoma involves the body rather than 
the head or the tail. 

Tumors of the pancreas present varied 
symptoms. Many patients’ conditions have 
been considered psychosomatic because of 
numerous gastrointestinal complaints, such 
as constipation or change in bowel habits 
in the early phase of the disease. Anxiety 
and depression add to the psychosomatic 
picture. In many instances, exhaustive 
studies produce negative results. 

The three most common symptoms of 
carcinoma of the pancreas are pain, loss 
of weight and jaundice. 

Pain may be widespread and severe. 
Kattwinkel stated that pain is an impor- 
tant symptom of carcinoma involving the 
body of the pancreas and that 75 per cent 
of the patients have dull, boring and often 
severe pain in the back. The pain may be 
localized: in the upper part of the abdo- 
men, either on the right or on the left 
side, and may or may not radiate through 
to the back. The pain is not related to 
eating, physical activity or bowel move- 
ment. It is aggravated, however, when 
the patient lies on his back. It is usually 
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more intense at night. Pain, in Bartels’ 
opinion, is usually referred to the back 
and is a prominent symptom. 

Brapiewski expressed the opinion that 
some pain is explained by the progress of 
neoplastic invasion along the deep somatic 
fibers, the celiac plexus and the sympa- 
thetic nerve fibers. All of these neurologic 
pathways may be involved by their close 
proximity to the original lesion. 

Loss of. weight is common, is usually 
gradual and is caused by extension of the 
disease process. 

Jaundice is the third common symptom 
and is of an obstructive type. The stools 
are acholuric or have a very low urobili- 
nogin content. The urine is heavily stained 
with bile. No urobilinogin is present. The 
Van den Bergh reaction is direct. 

The jaundice is usually explained by the 
compression of large bile ducts within the 
liver, either by intrahepatic tumor mod- 
ules or by extrahepatic masses of tumor 
tissue. 

In Brapiewski’s opinion, jaundice is 
present in approximately two-thirds of 
the cases and is due to the nearness of the 
lesion of the terminal portion of the com- 
mon bile duct. Secondary carcinoma of 
the liver and invasion of the lymph nodes 
that surround the extrahepatic duct may 
account for jaundice associated with car- 
cinoma of the tail of the pancreas. The 
jaundice is usually steady and progres- 
sive. However, this is not invariable, espe- 
cially with the ampullary types. Painless 
jaundice is present in only 20 per cent 
of the cases. 

Two other symptoms of major impor- 
tance that should be considered in the 
diagnosis of malignant tumors of the pan- 
creas are diabetes and ascites. 

Diabetes may be one of the earliest fac- 
tors in diagnosis. The pancreatic enzyme : 
in the blood or in the duodenal content. 
will not be altered unless the ducts ar:: 
obstructed or more than one-half of th. 
gland is involved by the carcinomatou . 
process. The serum amylase level in th. 
presence of carcinoma of the pancreas i 
usually higher than normal. Study of th 
amylase content of the urine is not helpfu 
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Roentgenogram showing a semicircular area of calcification opposite the 

first and second vertebrae. A, retrograde pyelogram showed abnormal 

calcific deposits in the upper portion of the left kidney, as well as dilata- 

tion of all calyces, especially the upper ones. The diagnosis was malignant 
tumor of the renal parenchyma. 


Lipase studies of the blood serum show 
elevation in about one-half of the cases. 
The elevated serum lipase or amylase level 
shows the tumor to be of pancreatic origin 
but does not specify the type. In one-half 
of the cases of pancreatic carcinoma there 
is a decreased enzyme content in the pan- 
creatic juices after stimulation by me- 
chloyl chloride. 

Ascites can be explained by peritoneal 
metastasis, by the obstruction of the portal 


venous system by intrinsic thrombi or by 
extrinsic pressure. Blood in the stool or 
hemotemesis may come from the stomach 
and intestines after ulceration of malig- 
nant implants; by portal vein engorge- 
ment, rupture of the veins at the lower 
end of the esophagus or the cardiac end 
of the stomach, or from the rectum. 

The spleen may be enlarged as the re- 
sult of metastasis or obstruction of the 
portal circulation, including the splenic 
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vein. Enlargement of the spleen may be 
slight, especially if the growth is slow and 
if sufficient collateral circulation exists. 

The diagnosis of renal invasion or meta- 
stasis of carcinoma of the pancreas may 
be difficult. However, such an invasion 
should be considered in those instances 
in which the renal disturbance is not clear 
cut and in those in which the patients 
show symptoms suggestive of pancreatic 
disease. It is a well established fact that 
pancreatic disease may be well advanced 
and yet difficult to diagnose. 

In discussing carcinoma of the pan- 
creas, Ingelfinger has pointed out that it 
is difficult to diagnose this lesion, owing 
to the variability of the symptoms pro- 
duced. Diagnosis is more difficult ow- 
ing the inaccessibility of the pancreas 
to physical examination and the diffi- 
culty of roentgen study of the gland. He 
further stated that there is no avail- 
able, easy and reliable test for pancreatic 
function. Tumors of the body or tail of 
the pancreas interfere with no vital proc- 
ess. The patients usually die of inanition 
or metastasis. 

A palpable abdominal mass is rare, and 
when present usually indicates widespread 
involvement and matting. Such an obser- 
vation indicates inoperability. 

Duff expressed the opinion that the 
pathologic features of pancreatic carci- 
noma follow a definite pattern. The pan- 
creatic growth is usually a firm and some- 
what nodular mass. It is within the pan- 
creas. It may, however, not bulge on the 
surface of the organ. When the tumor 
occupies the tail of the pancreas there may 
be very little distortion of the general 
contour. If a tumor is located in the body, 
the tail is shrunken and indurated as a 
result of obstruction of the pancreatic 
duct. Larger tumor masses are formed 
by the growth of the neoplasm within the 
pancreas and by direct invasion of con- 
tiguous structures and the neighboring 
lymph nodes. This forms a mass of matted 
tumor tissue, much of which may be on the 
outside of the gland itself. It is usually 
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scirrhous. It may, however, be of the 
medullary type and soft. 

Laboratory data are of some aid but are 
not pathognomonic. The laboratory exam- 
inations show that the stool contains an 
excess of fat or protein because of a block 
in the pancreatic ducts. The stools may be 
light-colored, greasy and bulky and four 
or five times the usual weight. This indi- 
cates steatorrhea, or creatorrhea. This 
type of fatty stool is seen in relatively 10 
per cent of the cases and indicates an 
advanced stage of the disease. An ele- 
vated dextrose tolerance curve is shown 
in 20 per cent of the cases. 

When the lesion is small, the roentgen 
ray may not be of aid in establishing a 
diagnosis, as pressure may not be exerted 
on the luminal structures of the abdomen. 
In other cases the stomach may be dis- 
placed in an upward and ventral direc- 
tion. The descending limb of the duo- 
denum is displaced laterally, and the trans- 
verse portions of the duodenum and the 
colon are pushed downward. There is 
usually a large C-shaped duodenal loop, 
upon which many roentgenologists base 
their suspicion of neoplastic involvement 
of the pancreas. This interpretation is 
difficult to apply with patients of the hy- 
persthenic type. In these persons, since 
the stomach is usually stretched over the 
spine, high in the epigastrium, the entire 
abdominal loop has the appearance of 
enlargement. The pattern of the stomach 
and duodenal configurations may also be 
changed by small tumors. The reverse fig- 
ure 3 configuration in the duodenum is 
considered a diagnostic aid. Cholangio- 
graphic study with a T-tube in the com- 
mon duct may reveal the presence of car- 
cinoma of the pancreas by demonstration 
of a dilated common duct which is stopped 
abruptly at its distal extremity. The gall- 
bladder may be injected peritoneoscopi- 
cally. This will show the gallbladder to be 
enlarged and the biliary passages dilated. 
with obstruction at the common duct. 

The position of the pancreas against the 
posterior wall of the abdomen prevents 
massive extension in the posterior direc. 
tion. When the head of the pancreas is 
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involved, the lower end of the bile duct is 
usually surrounded and compressed by a 
mass of tumor tissue. Seldom is any struc- 
ture posterior to the pancreas invaded. 
The duodenum and transverse colon (the 
former surrounded on three sides and the 
latter covered in its proximal portion by 
peritoneum) are resistant to invasion and 
tend to block the advance of the malig- 
nant growth. Seldom is the lumen of the 
duodenum penetrated, though the wall 
may be invaded and the duodenum itself 
compressed. A primary tumor of the head 
of the pancreas, owing to adjacent ana- 
tomical structures, is almost confined to 
the pancreas and is usually relatively 
small. The head of the pancreas comes 
into contact with the peritoneum in one 
small area only, toward the lower margin 
of its anterior surface. Peritoneal spread 
is uncommon, as only in a few cases does 
tumor of the head of the pancreas reach 
this peritoneal area. 

Posterior spread of tumors of the body 
or tail of the pancreas is blocked by the 
left crest of the diaphragm, the left kid- 
ney, the left adrenal gland, and the spleen. 
The adrenal gland is occasionally invaded, 
but the capsule of the kidney and spleen 
are both resistant to the invasion, and 
these organs are seldom involved by direct 
extension. 

In the case herein reported there was 
direct extension to the left kidney, which 
is unusual. 


REPORT OF CASE 


M. S., an obese Negress aged 47, married, 
pregnant 8 times with 5 miscarriages, was 
admitted to the outpatient department on 
Oct. 21, 1942, complaining of pain radiating 
down the left leg and associated with pain 
in the left buttock on sitting. It was stated 
that during the six months prior to admission 
the patient had had an attack of pleurisy 
associated with chills and night sweats. There 
had been a slight increase in frequency of 
urination during the day and nocturia (maxi- 
mum 3 times). There was no history of 
dysuria or hematuria. A history of lumbago- 
like pains and occasional parietal headaches 
associated with vertigo and parasthesias was 
elicited. 
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The patient had had the usual diseases of 
childhood. In adult life she had _ received 
“blood treatments in the hip and in the vein.” 
Physical examination gave negative results 
except for pain along the left sciatic nerve. 

The patient was hospitalized on November 
9, complaining of continued pain in the left 
leg and hip. Examination revealed a left sci- 
atica syndrome. The knee jerks were absent. 
Slight sensory changes were localized in the 
fourth and fifth lumbar nerve roots. Sero- 
logic tests gave negative results for syphilis. 
Roentgen study revealed arthritic changes in 
the dorsal and lumbar vertebrae. The patient 
was discharged, no specific diagnosis being 
made. She was readmitted on March 20, 1948, 
complaining of cramping pain in the abdomen 
associated with severe headaches and hyper- 
tension. Examination revealed the lungs to 
be normal. The heart was enlarged to the 
left. There was no abdominal tenderness, but 
a smooth firm mass was palpable in the left 
flank. Pelvic examination revealed the uterus 
to be slightly enlarged, with a possible right 
adnexal mass present. Rectal examination 
gave negative results. 

Laboratory Studies.— The hemoglobin level 


‘was 13 Gm. The urine was normal. A photo- 


fluorogram of the chest revealed no abnor- 
mality. The value for blood sugar was 196 
mg. per hundred cubic centimeters. Phenol- 
sulfthalein was excreted 35 per cent at the 
end of the first half hour. The value for 
serum protein was 7.8 mg., that for albumin 
4.2 mg., that for globulin 3.6 mg., that for 
basal urea nitrogen 14 mg. and that for 
creatinine 1.7 mg. A roentgenogram of the 
dorsal and lumbar vertebrae showed a semi- 
circular area of calcification in the left lum- 
bar region, opposite the first and second 
lumbar vertebrae. This calcified area was 
thought to be in the kidney or in the sur- 
rounding vessels (see illustration). Confirma- 
tory urograms revealed the left renal shadow 
to be much enlarged, with irregular calcific 
areas in the upper portion of the kidney. 
Throughout the examination there was no 
evidence of dye in the left calyceal elements. 
The right side of the pelvis and the right 
ureter were considered normal. A left retro- 
grade pyelogram showed marked enlargement 
of the left kidney, with abnormal calcific de- 
posits in the upper portion. There was dilata- 
tion of all the calyces (especially the upper 
calyces), with a deformity that was thought 
to be characteristic of malignant disease of 
the renal parenchyma. There was no func- 
tion from this left side, as determined by the 


~ 
| 
¥ 
: 
4 
iy 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS AUGUST, 1952 


Carcinoma of Pancreas with Upper Urinary Tract Involvement 


Portion of | 


Case Pancreas Upper Urinary Tract atl 
Number | Type of Tumor Involved Involvement Urologic Significance 
1 Adenocarcinoma Body and Growth adherent to hilum of left > None 
tail kidney without infiltration 
2 | Adenocarcinoma Head Right ureter (upper third) ob- Right hydroureter and 
structed by white masses; hydronephrosis 
right hydronephrosis 
3 Adenocarcinoma Tail Bilateral miliary metastasis None 
| (renal) 
4 Adenocarcinoma Head Numerous bilateral small renal None 
secondary nodules 
5 Adenocarcinoma Tail Small metastatic nodules in left None 
kidney 
6 Adenocarcinoma Head and Left kidney adherent but not in- | None 
tail filtrated by pancreatic mass 
7 Adenocarcinoma Body and Upper left kidney held fast to but | None 
tail not infiltrated 
8 Adenocarcinoma Body and Left renal capsule adherent to None 
tail tumor mass; no infiltration 
9 Adenocarcinoma Single small nodule in each kidney | None 
10 Adenocarcinoma Head Large nodule in upper pole of right | No study made 


kidney; several subcapsular 
masses, left kidney 


11 Adenocarcinoma Miliary nodules in left kidney None 

12 | Adenocarcinoma Left renal hilum compressed by Hydronephrosis by pyelogram 
contiguous pancreatic mass; left 
hydronephrosis 

13 | Adenocarcinoma Bilateral capsular metastasis None 

(miliary) 
14 Adenocarcinoma Head Many small nodules in right kidney | None 
15 Adenocarcinoma Infiltration of left kidney; right Possible resemblance to tumor 


renal pelvis infiltrated by large | of right renal pelvis 
white mass 


16 Adenocarcinoma Small nodule at lower pole of left | None 
kidney 
17 Adenocarcinoma Right renal pelvis invaded Resemblance to tumor to 
right pelvis 

18 | Adenocarcinoma Small nodules left kidney capsule | None 

19 | Adenocarcinoma Slight capsular nodules None 

20 Adenocarcinoma Body and Infiltration of left kidney Possible renal parenchymal 

tail tumor 
| 


phenolsulfthalein test. Nephrectomy was per- thickened and indurated. The capsule was re- 
formed on April 11. moved with difficulty. The external surface 

Pathologic Report—Gross_ Description: was light tan and smooth. At one pole there 
The capsule and the perinephric fat were was a reddish-brown adherent mass, which 
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appeared to be a blood clot. The cut surface 
revealed the parenchyma to be tannish white, 
with severe dilatation of the calyces, particu- 
larly in the region of the upper pole. The 
wall of the pelvis was thickened. Surround- 
ing the ureteropelvic junction was a thickened 
mass of white fibrotic tissue, which did not 
appear malignant. The weight of the kidney 
was 190 Gm. 

Microscopic Description: The tubules were 
filled with casts of polymorphonuclear leuko- 
cytes. The tissue between the tubules was 
heavily infiltrated with plasma and other 
chronic inflammatory cells. Many of the cellu- 
lar elements lining the tubules were laden 
with what was apparently bile pigment. There 
were some areas of congestion. At one site, 
against a background of chronically inflamed 
fatty tissue, were a number of islands of 
typical epithelial cells, definitely invasive and 
showing some attempt at gland formation. 
The nuclei of these cells were bizarre in shape 
and darkly stained. 

Diagnosis: The pathologic diagnosis was 
adenocarcinoma, primary site undetermined, 
with acute and chronic glomerular nephritis. 

Course. — Postoperatively the patient re- 
sponded well. 

Further Investigations—In an effort to 
find the source of the malignant cells previ- 
ously described, further studies were made. 
A gastrointestinal roentgen series revealed 
an irregular, large duodenal cap, with no 
filling defects. The duodenal loop was nor- 
mally outlined. The mucosal pattern was nor- 
mal. The previously reported calcified area 
in the left upper quadrant was still present. 
The lung fields and the diaphragm were clear. 
The cardiac silhouette was normal. A survey 
film of the abdomen showed a mottled density 
of calcification, anterior and to the left of 
the lumbar spine, at about the second lumbar 
level. There was no metastatic change in the 
lumbar portion of the spine, the pelvis or the 
hip joints. A barium enema gave negative 
results. The roentgen diagnosis was residual 
calcium deposit in the upper left quadrant, 
which might represent calcification of a tumor 
involving the body or tail of the pancreas. 

Laboratory studies revealed the value for 
serum lipase to be 0.4 mg. and that for serum 
amylase 161 mg. Reaction to the cephalin 
flocculation test was 0; to thymol turbidity 
tests, 1 plus. The value for cholesterol was 
212; that for esters, 55 per cent. Dextrose 
tolerance tests resulted in values of 82, 113, 
131 and 135 mg. respectively. 
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A repeated cephalin flocculation test gave 
negative results. The thymol turbidity re- 
action was 4.4. The result of the thymol 
flocculation test was negative for twenty-four 
hours. 

An exploratory operation was done on June 
24. A hard fixed mass with a smooth surface 
was noted. On the lateral and superior bor- 
ders the mass was so firmly fixed to the 
vertebral column that it was -impossible to 
dissect it free. The mass was located in the 
left kidney area and attached to the pancreas. 
A biopsy was done. The diagnosis was adeno- 
carcinoma of the pancreas. 

There was little postoperative reaction to 
this procedure. After convalescence the pa- 
tient was discharged. 


SUMMARY 


A survey of the autopsy records of Phil- 


,adelphia General Hospital from 1939 to 


1951 inclusive revealed 230 cases of pan- 
creatic tumor. Renal or upper ureteral 
metastasis or spread was demonstrated in 
19 instances. It has been shown that the 
left kidney is involved more frequently 
than is the right. It has been further 
shown that metastasis may occur by ex- 
tension or by lymph drainage. 

A case is reported in which involvement 
of the left kidney occurred by extension. 

Conclusion.—Carcinoma of the pancreas 
with spread to the kidney or ureter is not 
rare. 

Owing to the anatomic position of the 
pancreas in relation to the left kidney, 
involvement is more frequently observed 
on that side than on the right. 

The case here reported demonstrates the 
futility of nephrectomy for carcinoma of 
the pancreas with metastasis or spread. 


SUMARIO Y CONCLUSOES 


Uma revisao dos registros de autopsia 
do Philadelphia General Hospital de 1939 
a 1948, inclusive, revelou 157 casos de 
tumor pancreatico. Metasteses renais ou 
ureteraia altas ou disseminadas foram de- 
monstradas em 19 casos. Tem se demon- 
strado que o rim esquerdo é envolvido mais 
frequentemente que o direito. Foi ulterior- 
mente demonstrado que as metastases po- 
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dem ocorrer por extensao ou por drenagem 
linfatica. 

Um caso é relatado em que 0 compro- 
metimento do rim esquerdo ocorreu por 

O carcinoma do pancreas com dissemi- 
naco ao rim ou ureter nao é raro. Devido 
a posicao anatomica do pancreas em re- 
lagao ao rim esquerdo, 0 comprometimento 
é mais frequentemente observado naquele 
lado do que no direito. O caso aqui rela- 
todo demonstra a futilidade da nefrecto- 
mia por carcinoma do pancreas com me- 
tastases isoladas ou disseminadas. 


RESUMEN 


Una revisién de los protocolos de 
autopsia del Hospital General de Filadel 
fia, de 1939 a 1948 inclusive, revel6 157 
casos de tumor pancreatico. En 19 sé 
demostraron metastasis o invasion renal 
o ureteral superior. Se ha demostrado 
que el rifién izquierdo se encuentra mas 
frecuentemente comprometido que _ el 
derecho. Ademas, que las_ metastasis 


pueden ocurrir por extensidn o por via 
linfatica. Se da a conocer un caso en que 
la complicaci6n renal izquierda tuvo lugar 
por extension. 


ZUSAM MENFASSUNG 


Eine Pruefung der Obduktionsberichte 
des Philadelphia General Hospital aus den 
Jahren 1939 bis 1948 ergibt 157 Faelle von 
Bauchspeichel druesengeschwuelsten. Me- 
tastasierung oder Ausbreitung in die Nie- 
ren oder in die oberen Harnleiter fand 
sich in 19 Faellen. Es hat sich gezeigt, 
dass die linke Niere haeufiger befallen 
wird als die rechte. Ferner wurde festge- 
stellt, das die Metastasierung durch direkte 
Ausbreitung oder auf dem Wege der 
Lymphbahnen erfolgen kann. 

Es wird ueber einen Fall berichtet, bei 
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dem die linke Niere durch direkte Ausbrei- 
tung einbezogen war. 

Bauchspeicheldruesenkrebs mit Ausbrei- 
tung auf die Niere oder den Harnleiter ist 
nicht selten. Infolge der anatomischen 
Beziehungen der. Bauchspeicheldruese zur 
linken Niere ist diese Haeufiger beteiligt 
als die rechte. Der hier beschriebene Fall 
zeigt die Nutzlosigkeit einer Nierenresek- 
tion in Faellen, wo ein Bauchspeicheldrue- 
senkrebs die Ursache der Metastase oder 
der Beteiligung der Niere ist. 


RESUME 


Il y a 157 cas de tumeur du pancréas 
rapportés par la section d’anatomo-patho- 
logique de l’hopital général de Philadel- 
phie entre 1939 et 1948 inclusivement. 19 
cas présentaient des métastases rénales 
ou de la portion supérieure de l’uretére. 
Le rein gauche est plus fréquemment 
envahi que le droit. La métastase se fait 
par extension directe ou par la voie lym- 
phatique. On rapporte un cas d’extension 
directe du rein gauche. 

Conclusion: Le cancer du pancréas avec 
métastase rénale ou urétérite n’est pas une 
rareté. A cause du voisinage immédiat du 
pancréas et du rein gauche, la métastase 
de ce cdoté se trouve plus souvent. La 
néphrectomie dans ces cas est inutile. 
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Treatment of Bursitis by Local Injection 


of Hydrocortisone Acetate 


EGMONT J. ORBACH, M.D., F.I.C:S. 
NEW BRITAIN, CONNECTICUT 


NTIL the advent of cortisone the 
U results of treatment of painful bur- 
sitis were unsatisfactory. Novocaine 
infiltrations, nerve blocks, roentgen treat- 
ments, needling, etc., usually brought only 
short. and temporary relief, frequently 
followed by periods of intense rebound 
ain. 
7 The throbbing, causalgia-like pain of 
bursitis, associated with muscular spasm 
and sometimes edema of the hand with 
hyperhidrosis, suggests a sympathetic 
component in the pathogenesis. In fact, 
blocking of the stellate ganglion! or even 
temporary suppression of the inflamma- 
tory stimuli by infiltration of the bursal 
tissue itself with procaine hydrochloride 
has brought relief in a certain percentage 
of cases. Sympathetic irritation is caused 
by continuous afferent inflammatory im- 
pulses that constantly bombard the sym- 
pathetic centers in the spinal column over 
the routes of “internuncial neurons”, con- 
necting these sympathetic centers with 
each other (Lorente de No*). Interrup- 
tion of the reflex arc apparently produces 
temporary relief. 

Unfortunately, after cessation of the 
procaine effect a rebound pain reaction 
sets in, which frequently is more intense 
than the original pain. An antiphlogistic 
and not anesthetic drug with the ability 
to suppress the local inflammation on con- 
tact would be desirable. Cortisone and es- 
pecially hydrocortisone are such agents. 

Before hydrocortisone became available, 
I injected cortisone into acutely inflamed 
bursitis tissue, a procedure which was ef- 
fective in 12 of 13 cases* (Fig. 1, A and 
B). Because of frequent postinjection 
soreness it was abandoned in favor of 
hydrocortisone. 
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Hydrocortisone acetate (Reichstein’s 
Substance M or Kendall’s Compound F)+* 
has been isolated from the extracts of 
adrenal cortex and is probably one of the 
major secretory products of the normal 
adrenal glands. Its anti-inflammatory, 
anti-allergic and antifibroplastic effects 
are more profound than those of cortisone. 

In chemical structure hydrocortisone is 
differentiated from cortisone by its 
hydroxyl-group at position C 11, in place 
of the double-bonded oxygen possessed by 
cortisone’ (Fig. 2, A and B). 

Like cortisone, hydrocortisone has been 
synthesized from a bile acid at the Re- 
search Laboratory of Merck & Co. by 
Wendler, Graber, Janes and Tishler. The 
latter hormone has been prepared for 
intra-articular injection as a suspension 
in a saline solution.® 

Inserting a filamentous copper-con- 
stantan thermocouple into the joint space, 
Hollander and his co-workers’? made 
serial intra-articular temperature de- 
terminations before and after  intra- 
articular injections of hydrocortisone and 
cortisone. They observed a profound drop 
of the intra-articular temperature after 
injection of hydrocortisone as compared 
with cortisone, which lowered the temper- 
ature only slightly. 

In this study hydrocortisone was used 
in 4 cases of acute subdeltoid bursitis, in 
1 case of acute ischiogluteal bursitis, in 2 
cases of chronic subdeltoid bursitis and 
in 1 case of chronic popliteal bursitis. 


REPORT OF CASES 


CASE 1.—Mrs. E. C., aged 57, had been com- 
plaining of severe pain in the right shoulder 
for more than a week. Roentgenograms of 
the right shoulder showed a large calcium 
deposit, establishing a diagnosis of peritendi- 
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Fig. 1.—A, treatment of acute subdeltoid bursitis by injection of cortisone. Condition before injection 
of 50 mg. of cortisone into the left subdeltoid bursa. Shoulder motion was restricted. B, treatment 
of acute subdeltoid bursitis by injection of cortisone. Full shoulder motion and complete relief 


from pain were obtained two days after the injection. 


nitis calearia. The right arm could not be 
moved actively at all and passively only a few 
degrees, with great pain. On Feb. 8, 1952, 1 
ee. of hydrocortisone suspension was injected 
into the inflamed bursa after procainization. 
The next morning the right shoulder could be 
moved actively and passively without pain or 
effort. The patient did not complain of aggra- 
vation of pain after the injection. She has 
been free from pain up to the time of writing. 

CASE 2.—Mr. A. P., aged 62, had been suf- 
fering from intolerable pain in the right arm 
for four days. The arm was completely locked 
in adduction; there was swelling and tender- 
ness in the region of the right greater tubercle. 
Roentgen investigation revealed a shadow be- 
low the acromion. Subacromial bursitis was 
present. The temperature was 99.4 F. On 
Feb. 8, 1952, 1 cc. of hydrocortisone suspen- 
sion was injected into the painful bursa. The 
next morning the pain disappeared completely 
and the arm could be moved actively and 
passively without difficulty. There was no 
postinjection pain (Fig. 3, A and B). 

CASE 3.—Mr. J. H., aged 47, was disabled 
by severe pain in the region of the right but- 
tock for one week. The area about the right 
os ischii was extremely tender and swollen. 
On Feb. 26, 1952, 1 cc. of hydrocortisone sus- 
pension was injected into the painful tissue 
after procainization. The patient fainted, 
owing to an idiosyncrasy to procaine, and re- 
covered in the Trendelenberg position after 
fifteen minutes. On his return on February 
28 he reported that he had been free from 
pain the day after the injection. He refused 


Note the facial expression. 


a roentgen investigation. 

CASE 4.—Mrs. C. M., aged 42, stated that 
she had had shoulder pain for six months and 
that she had not been able to sleep during the 
past three nights. On May 25, 1952, the left 
shoulder was observed to be in adduction. 
Only slight active movement was _ possible; 
passive movement up to the horizontal plane 
was possible but painful. Roentgen examina- 
tion revealed a large area of calcification be- 
low the acromion. One cc. of hydrocortisone 
suspension was injected into the painful bursa. 
On May 27 the pain decreased, and the arm 
could be moved somewhat better. On May 
29 there was full active and passive motion 
without pain. 

CASE 5.—Mr. M. P., aged 49, was seen as 
an emergency patient on June 6, 1952, for 
agonizing pain in the left arm. Active and 
passive motion in the shoulder was 60 per 
cent decreased. The area about the greater 
tubercle appeared swollen and was tender. 
Roentgen investigation gave negative results. 
One cc. of hydrocortisone suspension was in- 
jected into the inflamed bursa. On June 8 
the patient was free from pain and able to 
move the arm in full range. 

CASE 6.—Miss L. M., aged 19, asked medical 
advice for pain at the right knee of twelve 
weeks’ duration. The tissue medial to the 
biceps insertion appeared thickened and was 
tender on palpation. Roentgen examination 
of the knee joint gave negative results. A 
diagnosis of chronic popliteal bursitis was 
made. Hydrocortisone suspension, 1 cc., was 
injected into the thickened and painful area 
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after procaine infiltration as follows: March 
1, 1952; March 8; March 29; April 12, and 
April 26. Pain disappeared after the first two 
injections, recurred after the third and fourth 
injection, and finally was eliminated after the 
“fth injection. On May 28 hardly any swell- 
‘ng was noticeable. 

CASE 7.—Mrs. A. N., aged 48, had had pain 
‘n the right shoulder for several years. The 
‘iscomfort had become aggravated during the 
vast two months and had disturbed the pa- 
ient’s sleep. 

There was free active and passive shoulder 
notion. There was circumscribed tenderness 
t the region of the right greater tubercle. 
4 roentgenogram showed calcification below 
‘he acromion. On May 2, 1952, 1 cc. of hydro- 
cortisone suspension was injected into the 
tender area after procaine infiltration. On 
the following day the patient complained of 
increased soreness, which subsided after eight 
hours. On May 5 the patient was free from 
pain and was pleased to be able to move her 
shoulder without discomfort, which she had 
not been able to do for several years. 

CASE 8.—Miss L. M., aged 23, had been 
complaining of pain in the right shoulder for 
five months. There was no restriction in either 
active or passive shoulder motion. Tenderness 
to palpation was observed in the area of the 
greater tubercle. Roentgen examination 
showed a soft shadow about the greater tu- 
bercle. One cc. of hydrocortisone suspension 
was injected into the painful subacromial 


CORTONE 
(Cortisone, Kendall's compound EF) 
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bursa on May 9, 1952. There was considerable 
soreness at the site of the injection on the 
next day, but on May 11 the patient was com- 
pletely free from pain and was greatly sur- 
prised at such quick relief after so many 
months of discomfort. Up to the time of 
writing there has been no return of pain. 


CONCLUSIONS 


In 3 cases of acute bursitis the pain- 
relieving effect of locally injected hydro- 
cortisone was dramatic and _ sustained. 
Only one injection was necessary to pro- 
duce gratifying results within twenty- 
four hours, and in a fourth and a fifth 
instance relief was obtained after forty- 
eight and seventy-two hours respectively. 
In 2 cases of chronic subdeltoid bursitis 
the patients were free from pain after 
forty-eight and seventy-two hours respec- 
tively. In 1 case of chronic popliteal bur- 
sitis it took fifty-seven days to relieve the 
patient completely. With the exception of 
this case, in which 5 injections were re- 
quired, only one injection was given in 
each case in this series of 8. Not more 
than 1 cc. of the hydrocortisone suspen- 
sion was used for each injection. One cc. 
of the suspension contains 25 mg. of the 
hormone. 

Two patients noticed soreness a few 
hours after the injection. The 6 other 


HYDROCOR TONE 
17-hydroxycorticosterone 
B (Hydrocortisone, Kendall's compound 


Fig. 2.—Chemical structure. 
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Fig. 3 (A.P.).—A, treatment of acute subdeltoid bursitis by injection of hydrocortisone. Needle 
inserted into the painful bursa and 1 ce. of hydrocortisone injected. The patient was unable to move 
his right shoulder joint. B, treatment of acute subdeltoid bursitis by injection of hydrocortisone. 


patients did not have this complaint. It is 
possible that the postinjection soreness 
was an effect of procaine, this drug having 
been used to anesthesize the path of the 
needle. The usual abrupt cessation of pain 
after injection of hydrocortisone pre- 
sented a great advantage over local cor- 
tisone injection, which frequently was fol- 
lowed by temporary but annoying post- 
injection discomfort.* 

It was shown in a previous study* that 
the acute states of bursitis responded more 
promptly to locally injected cortisone than 
did the chronic ones. The same was true 
of hydrocortisone. 

Hydrocortisone has been used as an in- 
tra-articular injection in cases of rheuma- 
toid arthritis and osteoarthritis. Hollander 
and his associates‘ observed “prompt re- 
lief of symptoms and signs from a few 
days to several weeks”. In my own series, 
consisting of 13 cases of osteoarthritis 
and 5 cases of rheumatoid arthritis, Hol- 
lander’s observation could be confirmed, 
although in my experience the results were 
not as dramatic as in the bursitis series. 
Suppression of intra-articular effusion 
could not be observed in every case. 

Local hydrocortisone injection is the 
therapy of choice for bursitis, probably 
rendering the conventional methods obso- 
lete. The treatment is economical; fre- 
quently only one injection is necessary, 
and the results are predictable. The hor- 


Condition twenty-four hours later. The patient was able to move his right shoulder freely and had 
complete relief from pain. 


Note the facial expression. 


mone has to be accurately deposited into 
the inflamed bursa; it must not be diluted. 


SUMMARY 


Hydrocortisone was used as a local in- 
jection in 8 cases of bursitis, in 5 of which 
the condition was acute. The effect was 
prompt and sustained in every instance. 
With 1 exception, only one injection was 
necessary to abort the condition. 

Hydrocortisone, owing to its antiphlo- 
gistic effect at the tissue level, has proved 
itself to be a specific agent for the relief 
of bursitis. 

ZUSAM MENFASSUNG 


In acht Faellen von Schleimbeutelen- 
tzuendung, darunter feunf akute Faelle, 
gelangte Hydrokortison als lokale Ein- 
spritzung zur Anwendung. In allen Fael- 
len wurde ein unverzueglicher und nach- 
hal tiger Erfolg erzielt. Mit einer Aus- 
nahme genuegte eine einzige Einspritzung 
zur Beseitigung des Krankheitszustandes. 

Es hat sich gezeigt, dass Hydrokortison 
auf Grund seiner direkten antiphlogisti- 
schen Wirkung auf das Gewebe ein spezi- 
fisches Mittel zur Heilung der Schleimbeu- 
telentzuendung darstellt. 


SUMARIO 


A hidrocortisona foi usada em injeca 
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\ocal em 8 casos de bursite, em 5 de quais 
a condi¢gaéo era aguda. O efeito foi pronto 
« duradouro em todos os casos. Com uma 
somente uma injecao foi neces- 
sara para abartor a condicéo. A hydro- 
-ortisona, devido aos sens efeitos antiflo- 
risticos ao nivel dos tecidos, tem provado 
jor si mesma ser uma terapeutica especi- 
‘ica para o alivio da bursite. 


RESUMEN 


Se us6 hidrocortisona inyectada local- 
mente en 8 casos de bursitis en los que 5 
eran agudos. Se obtuvo efecto pronto y 
juradero en los mismos. Solamente fué 
necesaria una sola inyeccién para hacer 
abortar el estado patologico, con la ex- 
cepcién de un caso. Ademas del efecto 
antiflogistico local de la hidrocortisona se 
prob6é que obra como agente especifico 
para aliviar la bursitis. 


RESUME 


Dans 8 cas de bursite, dont 5 étaient 
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aigus on s’est servi d’hydrocortisone en 
injection locale. Les effets furent prompts 
et définitifs dans tous les cas, sauf un 
cas, une seule injection a suffie. L’hydro- 
cortisone par ses vertus antiphlogistiques, 
s’est avérée un agent spécifique dans le 
traitement de la bursite. 
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To Fellows or Associates Interested in the Section on 
Occupational Surgery 


The Canadian and United States Chapters of the International College of 
Surgeons are planning a scientific section meeting on the afternoon of Wednesday, 
Sept. 3, 1952, in connection with the Seventeenth Annual Assembly at the Conrad 
Hilton Hotel in Chicago. This activity is a continuation of the interest that was 
shown in the September 1951 meeting. An excellent scientific program will be 
given, with time for discussion of papers relating to occupational surgery. In all 
probability this meeting will be preceded by a luncheon. Details of the meeting, 
with the program, will be published later. 

If you are already a member of this Section, you will receive this notice in due 
time. If you are not a member, and are interested in becoming affiliated with this 
Section, please so indicate by a letter to the secretary. 


Chester C. Guy, M.D., F.A.C.S., F.I.C.S. 
Secretary of Section 
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Therapeutic Pituitary Inhibition by Steroids 


Treatment of Exophthalmos 


MELCHIOR V. OKIE, M.D., F.I.C.S., WILLIAM J. DALEY, M.D., anp 
WILLIAM F. WHITE, M.D. 
BUFFALO, NEW YORK 


bolic agents known as steroids has 

assumed great significance in the 
treatment of disease. Quantitative changes 
in endocrine balance reflect general sys- 
temic response to disease and trauma. 
Critical changes in hormone production 
are therefore of great importance in diag- 
nosis and treatment. Steroid imbalance 
may be of great significance. Until def- 
inite measures of the degree of this hor- 
monal imbalance are found, specific cor- 
rection of individual imbalances will re- 
main difficult and hormonal therapy will 
continue to give equivocal and contradic- 
tory results. 

Hormones of the sex glands and of the 
adrenal cortex belong to the group of 
chemical compounds known as steroids. It 
is probably more than coincidental that 
the most active carcinogenic agents are 
very similar chemically to these steroid 
hormones. In cases of cancer and certain 
other diseases new compounds with dif- 
ferent physiologic properties have been 
found. The secrets of life, of growth and 
of cancer are wrapped up within the liv- 
ing cell. The life processes, as manifested 
by the cell, are dependent upon chemical 
reactions. 

Steroids play a very prominent part in 
the normal functions of the body systems. 
They are essential components of the 
growth factors and are regulators of cellu- 
lar metabolism. No biologic system is sta- 
tionary. All are in a constant state of flux. 
Every physiologic function is based upon 
a series of chemical reactions which con- 
stitute intermediary metabolism. Each of 


Tet quantitative balance of the meta- 


From Mercy Hospital, Buffalo. 
Submitted for publication May 20, 1952. 


these processes requires, for its inception 
and continuance, one or more of a large 
number of compounds known as catalysts 
or enzymes. For each type of reaction in 
intermediary metabolism there are specific 
participating enzymes or catalysts. 

The trace theory enunciated by Green! 
in 1941 postulated that any substances, 
minute amounts of which are essential in 
the diet, must be essential parts of some 
enzyme system; for example, cobalt in 
Vitamin B,.. Certain substances in larger 
quantities also enter into the activity of 
enzyme systems; for example, iron in 
hemoglobin and Vitamin C. 

The natural estrogens have the follow- 
ing advantages over the synthetic: they 
are better tolerated by the patient; give 
the patient a sense of well being, and have 
metabolic action not possessed by syn- 
thetic estrogens—storage of water, sodi- 
um, nitrogen, etc. The nitrogen stored is 
utilized to form muscle and other tissue, 
with a_ resultant increase in muscle 
strength and work capacity. Estradiol 
and testosterone specifically aid in the ad- 
dition of protein to the body tissues. The 
entire muscular system and the matrix of 
bone are sites of protein building, and 
specific organs, such as the kidney, benefit 
from the anabolic action. Not all tissues 
benefit equally; for example, serum pro- 
teins are “disregarded” by the steroid hor- 
mones until other tissue needs have been 
met. The overall effect of steroid hormone 
therapy is to make available the maximum 
level of tissue protein that can be secured 
with a given food intake. Once metabolic 
hormone treatment has been started, it 
should be continued without interruption. 
When one hormone is no longer effective. 
it is sometimes worth while to try another. 
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Clinical Application of Steroids.—Di- 
minished folliculoid production by the 
ovary, with its diminishing inhibitory ac- 
‘ion on the pituitary, results in increased 
»roduction of gonadotropic, thyrotropic 
and lactogenic hormones. Conventional 
sormone therapy is substitution therapy, 
-dministered in an attempt to compensate 
or diminishing folliculoid production un- 
il the pituitary becomes adjusted to the 
‘iminished level of activity of the entire 
ndocrine system. The effectiveness of the 
‘strogens as inhibitory agents on the pi- 
‘uitary has been demonstrated by Frank, 
‘oldberger and Salmon.? Variations in 
‘he amount of gonadotropic factor excret- 
-d in the urine during the menopause ap- 
year during treatment with estrogen. Ad- 
ministration of 2,000 to 4,000 rat units of 
estrogen daily brings about, within one to 
ien days, almost complete absence of 
vonadotropic factor in the urine, and 
symptoms of the menopause disappear. 
Withdrawal of estrogen substances over a 
period of seven to fifteen days brings 
about recurrence of excessive amounts of 
excessive amounts of the gonadotropic fac- 
tor in the urine and causes menopausal 
symptoms. Administration and _ with- 
drawal of estrogens produce demonstrable 
microscopic changes in vaginal and endo- 
metrial epithelium. 

Klotz® and Okie, Denee and Daley* em- 
ployed estrogen successfully in the treat- 
ment of malignant edematous exophthal- 
mos, obtaining results similar to those of 
pituitary irradiation. Natural as well as 
synthetic estrogens are capable of inhibit- 
ing pituitary activity. In the studies here 
cited estradiol and testosterone were used. 
Disadvantages of the synthetic estrogen 
are nausea, vomiting, abdominal cramp, 
migraine, bone marrow changes as evi- 
denced by cloudy swelling, congestion of 
kidney, liver and adrenals, especially after 
large and prolonged dosage, and inhibition 
of succinodase activity of the adrenals, 
brain, pituitary, kidney and heart. 

The effectiveness of synthetic estrogens 
as pituitary inhibitors was demonstrated 
by Buu-H@6i* and Perrault® at the Radium 
Institute in Paris. They showed that 
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paraoxypropiophenone (H-365), having a 
chemical formula similar to that of stil- 
bestrol, has a therapeutic action basically 
the same as that of the natural and other 
synthetic estrogens. H-365 was admin- 
istered in the treatment of malignant 
chorioepithelioma with extensive metas- 
tases. Regression of this highly malignant 
tumor resulted. These investigators stress 
the fact that this drug has no direct cellu- 
lar effect and can act only by hypophysial 
inhibition. They have treated more than 
300 patients with hyperfunction of the 
hypophysis or of the diencephalohypo- 
physial unit. This drug, natural estro- 
gens and other synthetic estrogens do not 
influence the production of the cortico- 
tropic factor of the pituitary. 

Toxic diffuse goiter responds favorably, 
and at times with spectacular results, to 
treatment with natural or synthetic estro- 
gens. 

McGavack* emphasized the fact that 
Graves’ disease, or exophthalmic goiter, 
appears in persons who have a constitu- 
tional inferiority involving the glands of 
internal secretion in association with a 
highly ‘labile autonomic nervous system. 
An emotional or psychic insult, usually 
insufficient to affect the average person 
seriously, readily damages the already un- 
stable endocrine system of the susceptible 
person. 

Although iodine has some suppressive 
action on the preformed thyrotropin, in 
itself it appears inadequate. 

Thiouracils render the thyroid cells re- 
fractory to thyrotropin stimulation. Since 
they do not block the action of the pre- 
formed thyrotropin, they actually increase 
the supply of thyrotropin by reduction of 
the inactivated oxidized thyrotropin. 

Hertz® stated that the theories as to the 
etiology and genesis of the exophthalmos 
are abundant and speculative. Exophthal- 
mos may or may not appear with thyro- 
toxicosis. Indeed, it may appear or pro- 
gress after thyroidectomy, and in some 
cases may progress under the present-day 
conventional therapy. 

Present-day opinion forces the conclu- 
sion that Graves’ exophthalmic goiter is 
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the symptom complex of hyperactivity of 
the anterior pituitary gland. The charac- 
teristic feature of this clinical entity is 
excessive thyrotropin production with re- 
sultant excessive thyroid stimulation. The 
excessive thyroxin liberated, in addition 
to the vast amount of preformed thyro- 
tropin, gives rise to a picture of hyper- 
thyroidism complicated by overstimulation 
of the autonomic nervous system. 

The problem of pituitary suppression 
has been attacked by several groups. Ir- 
radiation of the pituitary has been re- 
ported in the literature. In our study of 
severe menopause, a chance observation as 
to the blood pressure and basal metabolism 
led us to apply massive doses of steroids 
as a means of pituitary suppression. The 
application of synthetic estrogens in. the 
treatment of exophthalmos has been at- 
tempted with success by Buu-HG6i’ and his 
associates. Their observation has led us to 
apply and compare the merits of the nat- 
ural estrogen—estradiol—versus the syn- 
thetic estrogen, namely, paraoxypropi- 
ophenone, referred to as H-365. 


REPORT OF CASES 


First Group: Treatment with H-365 


CASE 1.—Mrs. H. J., a white woman aged 
43, complained of nervousness, loss of weight, 
weakness and tachycardia, with numerous 
extrasystoles. 

Physical Examination.— The eyes were 
watery, with slight photophobia. The thyroid 
was palpable and diffusely enlarged. The 
heart rate was rapid (130 per minute), with 
numerous extrasystoles. There was no pulse 
deficit. The hands were moist; a fine tremor 
was present. The time recorded for the leg 
extension test was forty-five seconds. 

September 1946.—The patient was referred 
to the senior surgeon and was hospitalized. 
The basal metabolic rate was plus 40. The 
blood cholesterol level was 170. The blood and 
urine were normal. Thiouracil and iodine were 
given preoperatively. A subtotal thyroidecto- 
my was performed, and the patient made an 
uneventful recovery. She was discharged in 
ten days. Iodine was continued (2 minims 
four times a day). 

February 1947.—Increased lacrimation and 
photophobia were observed. On examination 
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bilateral proptosis of the eyeballs was noted 
Definite lid lag was present. The heart rat 
was 90, with no extrasystoles. The patien: 
was referred to the hospital. The basal meta 
bolic rate was plus 2. Thiouracil and iodin: 
were continued. Small doses of thyroid ex. 
tract were given, without response. Exoph. 
thalmos persisted. 

January 1948.— Medication was discon- 
tinued. Phenobarbitol, % gr. three times a 
day, was given as a palliative measure. 

Jan. 1, 1951.—The patient was given 
H-365,* four tablets four times daily. Four- 
teen days after initiation of this medication, 
the lid lag measurements were reduced fro-: 
7/16 to 3/16. General improvement was noted. 
Nervousness subsided, tremor disappeared, 
and the patient gained 12 pounds (5.4 Kg.). 
Medication was reduced to 1 tablet four times 
daily for seven days, after which a mainte- 
nance dose of 2 tablets was given daily. Lid 
lag was absent. Slight bulbar enlargement 
was observed. The eyegrounds were normal. 
The valve for blood cholesterol was 200 mg. 
per hundred cubic centimeters. The estimated 
improvement in the exophthalmos was 75 per 
cent. 

CASE 2.—Mrs. E. C., a white woman aged 
32, complained chiefly of intense photophobia, 
excessive lacrimation, severe proptosis of 
both eyes and inability to close her eyes. She 
had been seen and treated by various physi- 
cians with Lugol’s solution, thiouracil, seda- 
tion and bed rest. She had lost 12 pounds 
(5.4 Kg.) in weight. She was emotional and 
irritable. 

Physical Examination—The patient was 
restless and apprehensive, with severe ex- 
ophthalmos. Extreme photophobia to ordinary 
daylight was present. Lacrimation was ex- 
cessive and profuse. Ophthalmologic examina- 
tion without local anesthesia could not be done. 
Eye changes appeared in the lenses of the 
eyes, giving the appearance of small, numer- 
ous sandlike particles. The thyroid gland was 
not palpable. The heart rate was very rapid 
and regular. The blood pressure in milli- 
meters of mercury was 140 systolic and 80 dia- 
stolic. The time recorded for the leg exten- 
sion test was fifty-five seconds. 

Outpatient Treatment.—Eight tablets of 
H-365 were given daily for the first two weeks 
The ophthalmologist reported some regressio! 
of the bulb. Lid lag had decreased 90 per cent 
Lacrimation and photophobia were absent 


*H-365, paroxypropriophenone, supplied by courtesy o 
Schering Corporation, Pharmaceuticals, Bloomfield, Nev 


Jersey. 
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There was a gain in weight of 22 pounds (10 
Kg.). Nervousness, apprehension and the 
anxiety state were-gone. The sense of well- 
being was pronounced.. H-365, 1 tablet three 
times a day, was continued. The estimated 
improvement in the exophthalmos was 90 
per cent. 

CASE 3.—Mrs. G. G., a white woman aged 
24, had been treated by an ophthalmologist for 
ie past twelve months for severe photophobia, 
».d profuse lacrimation with, apparently, duct 
i:itis. The chief complaints were the severe 
-,otophobia and profuse lacrimation afore- 
-entioned, together with marked asthenia and 
_3s of 18 pounds (8.2 Kg.) in weight. Marked 
i ritability, nervousness, excitability, appre- 
,-nsion and fear were evident. The patient 
‘4s declared impossible to live with. 

Physical Examination—The patient was 

‘in to emaciation and extremely nervous and 

:notional. Moderate proptosis of the eyeballs 
yas present, as well as 4 plus lid lag. The 
eves were sensitive to light. The conjunctivae 
were markedly edematous; lacrimation was 
profuse. The thyroid was not enlarged. The 
heart was enlarged downward and to the left; 
the heart rate was 160 and the beat regular. 
Copious amounts of sweat were observed 0oz- 
ing out of the axillary fossa. The hands were 
moist and cold. The time recorded for the leg 
raising test was twenty-nine seconds. The 
pharyngeal reflex and the patella and ankle 
jerks were hyperactive. There was marked 
tremor of the hands. 

The patient was referred to the Mercy Hos- 
pital for study. The basal metabolic rate was 
plus 20. The value for blood chlorides was 
370 mg., and that for blood cholesterol 160 
mg., per hundred cubic centimeters. 

H-365, 2 tablets four times a day, was be- 
gun. The patient was examined two weeks 
later. Photophobia and lacrimation had ceased. 
Nervousness and apprehension had disap- 
peared; tremor of the hands had subsided; 
sweating was minimum. The patient had 
gained 6 pounds (2.7 Kg.) and was able to 
work daily. Lid lag was absent. The heart 
rate was 86. Eye change and conjunctivae 
were normal; the lens was normal in appear- 
ance. The estimated general improvement was 
100 per cent; recession of the exophthalmos, 
100 per cent. 

CASE 4.—Mrs. S. R., a white woman aged 
43, was referred to the Surgical Service of 
Mercy Hospital on June 5, 1951. The diagnosis 
on admission was “toxic thyroid with ex- 
ophthalmos.” The chief complaints were nerv- 
ousness and an increase in appetite with no 
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gain in weight. Bulging of the eyes was ob- 
served, associated with a rolling sensation and 
profuse lacrimation. The past history re- 
vealed numerous operations: appendectomy 
and oophroectomy in 1941, hysterectomy in 
1944, subtotal thyroidectomy in 1944 and 
cholecystectomy in 1950. 

Physical Examination.—The patient was ex- 
tremely apprehensive. The eyes were bulging. 
There was profuse lacrimation, as well as ex- 
treme photophobia and 4 plus lid lag. A small 
nodule in the area of the thyroid gland was 
noted on the right side of the neck, about 1 
inch (2.5 cm.) above the transverse scar in 
the lower part of the neck. The nodule was 
hard and fixed. The heart was normal and 
regular, with a rate of 120. 

The erythrocyte count was 3,693,000 per 
cubic millimeter of blood; the leukocyte count, 
5,600, with a normal differential count. The 
basal metabolic rate was plus 17. The patient 
was prepared for operation with sedation and 
500 cc. of whole blood. After the transfusion 
the erythrocyte count was 4,300,000 per cubic 
millimeter. 

June 7, 1951.—The adenoma was removed; 
the remaining small amount of thyroid gland 
was not disturbed. The pathologic diagnosis 
was profuse hyperplasia of the thyroid gland 
with very little colloid. The postoperative 
course was uneventful. 

June 8, 1951.—H-365, 2 tablets four times 
a day, was given. Lacrimation and photopho- 
bia ceased on the third day. Regression of the 
eyeball and decrease of lid lag were noted on 
the third day. The general condition was 
good, the nervousness gone. The patient was 
allowed to take tablets home. When she was 
last seen the lid lag was 2 plus, and medication 
was discontinued. The patient was euphoric, 
stating that she felt ‘nearly perfect.” She re- 
fused studies of the basal metabolism. Im- 
provement of the exophthalmos at the end of 
two weeks was estimated at 60 to 70 per cent. 


Second Group: Estradiol 


CASE 1.—Mrs. H. G., a white woman aged 
48, complained chiefly of dyspnea on slight 
exertion, loss of weight, some pounding of 
the heart, sweating, irritability and emotional 
instability. The onset had been gradual and 
progressive since September 1947. 

Physical Examination (February 1948).— 
The patient appeared rather nervous and ap- 
prehensive and was crying. There was some 
widening of the palpebral angles. The thyroid 
gland was enlarged, with a distinct nodule 
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the size of a cherry at the lower pole of the 
right lobe. The left lobe was palpable, smooth 
and distinctly. enlarged. The heart rate was 
grossly irregular, beirig 160 at the apex and 
124 at the radial pulse—a deficit of 36 per 
minute. The heart was enlarged downward 
and to the left. The mean blood pressure read- 
ing in millimeters of mercury was 160 systolic 
and 80 diastolic. The liver and spleen were 
not palpable. There was 1 plus edema over the 
ankles and the lower.third of the legs. The 
upper extremities exhibited a fine tremor on 
extension of the hands, with abduction and 
extension of the fingers. The palms were wet. 
Streaks of perspiration were present in the 
axilla and along the lateral walls of the thorax. 
The time recorded for the leg extension test 
was twenty-six seconds. All neurologic re- 
flexes were hyperactive. The patient’s weight 
was 128 pounds (58.1 Kg.). 

Both the erythrocyte and the leukocyte 
counts were normal. The value for cholesterol 
was 130 mg. The basal metabolic rate was 
plus 40. The patient was digitalized and kept 
on a maintenance dose. Three hundred mg. of 
propylthiouracil was given daily. 

April 1—Five mg. of Lugol’s solution was 
given and continued daily. At this time the 
palpebral angles appeared wider, and some 
bulging of the eyeballs was noted. The car- 
diac rhythm was regular, with no pulse deficit. 
The patient improved physically, regaining 22 
pounds (10 Kg.) during this period. 

August.—The patient presented definite 
signs of exophthalmos with lid lag, protrusion 
of the eyeballs, photophobia and excessive 
lacrimation. Two estradiol pellets, 25 mg. 
each,* were implanted into the anterior medial 
aspect of the right thigh, and 5 mg. of es- 
tradiol aqueous suspension** was injected into 
the buttocks. The basal metabolic rate on the 
following day was plus 10. 

August 10.—Photophobia and lacrimation 
had ceased; there was some reduction in the 
lid lag. Additional pellets of estradiol were 
implanted. 

August 20.—Protrusion of the eyeballs was 
less severe. 

September 1.—There was slight remaining 
protrusion of the eyeballs. Lid lag was absent. 
Treatment with estradiol pellet implants 
every seven months was continued. The daily 
thiouracil requirement has been maintained 


*Progynon Pellets,® 25 mg. per pellet, supplied through 
the courtesy of the Schering Corporation, Pharmaceuticals, 
Bloomfield, New Jersey. 

**Progynon Micropellets,® i estradiol 


1 mg. per ce., supplied through the courtesy of the Schering 
Corporation, Pharmaceuticals, Bloomfield, New Jersey. 
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at 100 mg. The patient continued to refus: 
surgical intervention. The general conditio: 
was markedly improved. The cardiac rhythn 
was normal. The body weight was 168 pound~ 
(76.2 Kg.). 

Dec. 3, 1951.—Improvement had been main 
tained, with 90 per cent regression of th: 
exophthalmos.. 

CASE 2.—Mrs. G. E., a white woman age 
37, was first seen in October, 1947. The chie! 
complaints were severe tremors, excitability, 
nervousness and marked irritability. 


“Physical Examination.—The patient was 


emotionally disturbed and restless, continually 
rubbing or wiping her hands and extremely 
ill at ease. The eyeballs protruded, and there 
was pronounced lid lag. She blinked con- 
stantly. The conjunctivae were reddened. 
Lacrimation was provoked by light. There was 
no demonstrable enlargement of the thyroid 
gland. The chest was of the asthenic type. 
There was moderate sweating in the axillary 
folds. The heart beat was very rapid—170 on 
auscultation. An extrasystole was heard after 
the twentieth to the twenty-fourth beat. The 
heart was normal to percussion. The blood 
pressure in millimeters of mercury was 130 
systolic and 64 diastolic. The abdomen wes 
of the scaphoid type, with a minimum amount 
of fat in the subcutaneous tissue. The patient 
weighed 118 pounds (54.5 Kg.). She stated 
at this time that she had lost 30 pounds (13.6 
Kg.) in the past six months. The hands were 
moist and cold to the touch, and a fine tremor 
was noted. The patellar and ankle jerks were 
hyperactive. 

The patient was referred for psychiatric 
study. Shock treatment was recommended and 
refused. 

December.—The physical and mental condi- 
tion of the patient was unchanged. Sedatives 
and hypnotics proved of no value. Psychiatric 
treatments were again suggested, but the pa- 
tient refused. 

February 1950.—At this time the chief com- 
plaints were centered on the ocular condition. 
Protrusion of the eyeballs was pronounced. 
The patient was unable to rest comfortally 
because of severe irritation of the eyebal's. 
Lacrimation was constant. Eyeglasses, thous:h 
changed twice in three months, gave no relief 
and did not improve the patient’s vision. Sie 
was referred to the hospital for a basal me? a- 
bolic test, which showed a rate of plus !0. 
The value for blood cholesterol was 180 rez. 
per hundred cubic centimeters. The patie it 
weighed 112 pounds (50.8 Kg.). Emotior al 
instability and apprehension were quite e i- 
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dent. Stilbestrol, 1 mg., with phenobarbital, 
1, gr. four times a day, was administered. 
Estradiol, 1 mg., was injected intramuscularly. 
The patient was seen seven days later. She 
iad noted quite an improvement in her physi- 
4] and mental status. Estradiol and stilbestrol 
vere continued for three weeks, at the end of 
‘hich time she noticed less sensitivity to light 
.nd was able to sleep and there was no 
|.crimation. Protrusion of the eyeballs, how- 
_ver, was still evident though somewhat less 
vere. Lid lag was present but diminished. 

March 15. —Fifty mg. of estradiol was im- 
‘anted, and weekly injections of estradiol (1 
1og.) were continued. Stilbestrol and pheno- 
| arbital were discontinued. Generalized im- 
;rovement was noted. The eyeballs receded 
«vout 50 per cent, and minimum lid lag was 
yresent. The vision improved. The conjunc- 
tivae appeared normal. The patient’s gain in 
weight to the time of writing is 6 pounds 
(2.7 Kg.). 

The patient is seen every ten days. Estradiol, 
1 mg., is injected intramussularly. Pellets of 
estradiol are implanted every four months. At 
the time of writing the patient has gained 28 
pounds (12.7 Kg.), her weight being 140 
pounds (63.5 Kg.). Protrusion of the eye- 
balls, although present, is not severe. Lid lag 
is minimum. The patient is able to do her 
own work. Both physical and mental improve- 
ment are estimated at 100 per cent; regression 
of exophthalmos, at 60 per cent. 

CASE 3.—Mrs. S. C., a white woman aged 
44, was first seen in August 1948. The chief 
complaints were marked dyspnea on the slight- 
est exertion; severe nervousness, and the loss 
of 16 pounds (7.3 Kg.) in weight. 

Physical Examination.—Protrusion of the 
eyeballs was present, with no lid lag. There 
was visible and palpable generalized diffuse 
enlargement of the thyroid, the left side of 
which was enlarged to the size of a small hen’s 
egg. This enlargement was diffuse, with a 
groovelike depression palpable on the surface. 
The right lobe was palpable and smooth. The 
isthmus of the gland was easily palpable when 
the patient swallowed. Marked gross cardiac 
irregularity: was present. The apical rate was 
160 and the radial pulse 138 (deficit 22 per 
minute). The heart was enlarged downward 
and to the left. No murmurs were heard. The 
abdomen revealed no ascites. The liver and 
spleen were not palpated. Varicose veins, 
Grade II, were present in the extremities. 

The patient refused hospitalization. Digi- 
toxin, 6 mg., was given the first day, followed 
by 1 mg. daily. The cardiac irregularity ceased 
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after the fourth day. On the third day, propyl- 
thiouracil, 200 mg., was given daily. Medica- 
tion was continued to Sept. 15, 1950. Lugol’s 
solution was given daily. The patient was 
admitted to the hospital for thyroidectomy. 

Laboratory Data.—The basal metabolic rate 
was plus 20. The electrocardiogram showed 
left ventricular preponderance. No irregular- 
ity was noted. Some effect of the digitalis was 
present. On the day before operation, 3 gr. 
of amytal every eight hours was given for 
sedation. 

At operation practically all of the left lobe 
was removed. The consistency was that of 
colloid tissue. The postoperative course was 
uneventful, and the patient was discharged on 
the tenth day. Jodine and propylthiouracil 
were discontinued gradually over a period of 
six weeks. Digitoxin, 1 mg. daily, was con- 
tinued. 

Jan. 4, 1951.—The chief complaints at this 
time were protrusion of the eyeballs, lacrima- 
tion, photophobia, nervousness, insomnia, ir- 
ritability and excessive sweating. Propyl- 
thiouracil and iodine treatment was instituted. 
There was no effect on the ocular protrusion 
after four weeks’ therapy. Hypnotics were 
added to the list of medicaments. 

March.—The chief complaints were photo- 
phobia, bulging eyeballs, lacrimation and a 
“dopy” state due to medication. Physical ex- 
amination revealed pronounced exophthalmos. 
Cardiac function was good. The patient had 
discontinued the use of digitoxin three weeks 
earlier. 

The scar was well healed. The right lobe 
was definitely larger and easier to palpate 
than was the left. Cardiac function was regu- 
lar, but the rate was rapid. Intramuscular 
estradiol, 2 mg., and 3 gr. of amytal were 
given every twelve hours. Estradiol therapy 
was given every two days for two weeks. Im- 
provement was felt by the patient. She was 
able to rest better, and her nervousness and 
apprehension had diminished. Bulging of the 
eyes persisted; lacrimation and photophobia 
were markedly diminished. 

April 4.—Two estradiol pellets, 25 mg. each, 
were implanted subcutaneously. 

April 14.—The patient improved to the ex- 
tent that intramuscular injections of estradiol 
were discontinued. Hypnotics and sedatives 
were not needed. The eyeballs had receded 90 
per cent. Photophobia, lacrimationn and sweat- 
ing had ceased. 

August 15.—Two pellets of estradiol, 25 mg. 
each, were implanted. 

December 12. — Exophthalmos was sstill 
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faintly suggested. There was no lid lag. The 
cardiac rate, although rapid (120), was regu- 
lar, with no evidence of decompensation. The 
right lobe was enlarged. The patient has re- 
fused any further surgical treatment but is 
willing to return for pellet implantation, if 
needed. 

CASE 4.—The case of G. D., aged 53, with 
postoperative pituitary exophthalmos, has been 
reported (J. Internat. Coll. Surgeons 6:98, 
1951). 

Dec. 7, 1951.—The patient continues work- 
ing. The exophthalmos has receded. There is 
no lacrimation or photophobia. Estradiol pel- 
lets, 25 mg. each, were implanted on Septem- 
ber 10. The clinical improvement is rated at 
100 per cent. 

COMMENT 


In this series of 8 cases of exophthalmos 
with or without thyrotoxicosis, in some 
which thyroidectomy had been done, the 
patients were treated in groups of four. 
Four were treated with the natural estro- 
gen estradiol, and the other 4 were treated 
with the synthetic estrogen paraosypro- 
piophenone (H-365). Adjunctive therapy 
was necessary until the hormone balance 
was restored. 

Our small series of cases of exophthal- 
mos indicates that synthetic or natural 
estrogens are indicated in the treatment 
of syndromes characterized by excessive 
production of thyrotropin and sometimes 
in cases of hypothyroidism, after too ex- 
tensive operations involving the thyroid 
or too prolonged administration of exces- 
sive antithyroid agents. 

Side effects from synthetic estrogen 
have not appeared in this series of cases. 
The synthetic estrogen is favored by the 
patients. Regression depends on continu- 
ous administration of the drug. Para- 
oxypropiophenone (H-365) brings about 
earlier regression of exophthalmos, and 
a slightly euphoric state is experienced by 
the individual. 

In the near future, perhaps, evaluation 
_ of the steroids, especially in their applica- 
tion to exophthalmos, may be undertaken 
by other groups. 

Our case reports confirm the observa- 
tion of Prof. Buu-H6i. Although we have 
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not encountered any patient in “thyroid 
crisis,” one wonders whether or not this 
drug would do away with that alarming 
syndrome. Symptomatic relief is dra- 
matic; subjectively the patient has mini- 
mum complaints. Objectively 60-100%. 
improvement is seen in each patient. 
Steroids, natural and synthetic, are indi- 
cated in the therapy of thyroid exophthal- 
mos. 


SUMMARY 


1. The mechanism of pituitary inhi- 
tion by estradiol and synthetic estrogens, 
including paraoxypropiophenone (H-365), 
is discussed. 

2. Four cases of exophthalmos with 
and without thyrotoxicosis treated with 
estradiol are reported. 

3. Four cases of exophthalmos with 
and without thyrotoxicosis treated with 
paraoxypropriphenone (H-365) are re- 
ported. These case reports confirm the 
observations of Dr. Buu-H6i and his co- 
workers. No side effects from the syn- 
thetic estrogens have developed in this 
series of cases. 

SUMARIO 


1. O meCanismo de inhibicao pituitaria 
pelo estradiol e estrogenos sinteticos, in- 
cluindo paraoxypropiophenona (H-365) é 
discutido. 

2. Quatro casos de exophtalmos com e 
sem thirotoxicose tratados com estradiol 
sao relatados. 

8. Quatro casos de exophtalmos com e 
sem thyrotoxicosis tratados com paraoxi- 
propiophenona (H-365) sao relatados. O 
relatorio desses casos confirma as obser- 
vacdes do dr. Bun-Hoi e seus colabora- 
tores. Nenhuma acao paralela acidenta! 
dos estrogenos sinteticos se desenvolveu 
nesta serie de casos. 


RESUME 


1. L’auteur discute du mécanisme d’in- 
hibitions pituitaire par l’estradiol et le: 
estrogénes synthétiques, y compris le H.- 
365 (para-oxypropriophénone). 

2. L’auteur rapporte aussi 4 cas d’ex. 
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ophthalmie avec et sans goitre traités par 
estradiol. 

3. 4 cas d’exophthalmie traités par le 
4-365 sont aussi rapportés. Ces cas con- 
‘firment les énoncés du Dr. Buu-Hoi et de 
<es colléguesé I] n’y est aucun effet malen- 
-ontreux de noter. 


ZUSAM MENFASSUNG 


1. Der Mechanismus der Unterdrueck- 
ang der Hypophysenfunktion durch Estra- 
und synthetische Eierstockhormone 
-insehliesslich des Paraoxypropiophenon 
‘H-365) wird eroertert. 

2. Es werden vied Faelle von Exoph- 
‘thalmus mit und ohne Thyreotoxikose 
»erichtet, die mit Estradiol behandelt wur- 
den. 

3. Es werden vier Faelle von Exoph- 
thalmus mit und ohne Thyreotoxikose 
berichtet, die mit Paraoxypropiophenon 
(H-365) behandelt wurden. 

Die Verfasser beschreiben eine Methode- 
Beobachtungen Dr. Buu-Hois und seiner 
Mitarbeiter. In der vorliegenden Serie 
wurden keine Nebenwirkungen seitens des 
synthetischen Eierstockhormons beobach- 
tet. 
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RESUMEN 


1. Se discute el mecanismo de la in- 
hibicién pituitaria por el estradiol y los 
estrogenos sintéticos, incluyendo para- 
oxipropiofenona (H-365). 

2. Se comunican cuatro casos de ex- 
oftalmos con y sin tirotoxicosis tratados 
con estradiol. 

3. Se comunican cuatro casos de ex- 
oftalmos con y sin tirotoxicosis tratados 
con paraoxipropiofenona (H-365). Estos 
casos confirman las observaciones del Dr. 
Bun-Hoi y sus colaboradores. En esta 
serie de casos no han tenido lugar efectos 
consecutivos a los estrégenos sintéticos. 
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Surgical Correction of Prognathism 


SIDNEY K. WYNN, M.D., F.I.C.S. 
MILWAUKEE, WISCONSIN 


monly known as lanternjaw, is an 

abnormal protrusion of the man- 
dible. It may or may not be associated 
with underdevelopment of the superior 
maxilla. If the deformity is moderately 
severe, there is also malocclusion of the 
teeth. The lower teeth can be as much as 
1 to 2 em. in advance of the upper teeth. 
The functional disturbances accompany- 
ing this deformity, such as poor mastica- 
tion and faulty phonation, may be as dis- 
turbing to the patient as the cosmetic de- 
fect, or more so. 

The condition may be congenital, de- 
velopmental, or secondary to endocrine 
disturbance as in cases of acromegaly. 

Since Blair first corrected prognathism 
in 1897 by removing a section of the body 
of the mandible anterior to the first molar 
on either side, more than a dozen authors 
have described various surgical proce- 
dures to correct this deformity. Blair’s 
operation was the basis for all osteotomies 
performed on the body of the mandible; 
however, his procedure still has the major 
drawback of the long bilateral subman- 
dibular scars unavoidably produced by the 
surgical approach used therein. 

Every surgical approach to the problem 
of prognathism has advantages and dis- 
advantages, depending on the individual 
case. I prefer bilateral osteotomy through 
the ascending ramus between the foramen 
and the mandibular notch. The idea of 
this approach was first introduced by 
Babcock in 1909. Later the technic was 
modified by Kostecka with use of the Gigli 
saw, and finally it was further simplified 
by the addition of Blair’s full-curved 
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suture carrier needle to introduce the 
saw. 

The surgical treatment of prognathism 
should be divided into three stages: (1) 
preoperative, (2) operative and (3) post- 
operative (‘“after-treatment”). To illus- 
trate this point, I should like to cite the 
case of M. L., an unmarried white woman 
aged 22, who was referred to me by her 
dentist for surgical correction. I first saw 
this patient on Feb. 24, 1951. Examination 
of the face revealed a typical prognathous 
lantern jaw deformity (Fig. 1, A and B). 
When the patient was asked to spread her 
lips and show her teeth (Fig. 1, C), it 
was obvious that occlusion was extremely 
poor and that the lower teeth overshot the 
upper teeth by at least 1 cm. The condi- 
tion of the teeth was poor; however, it 
was my opinion that the prognathism 
should be corrected before any attempt 
was made toward dental correction. The 
first step in preoperative preparation was 
manipulation of the denture cast. In Fig- 
ure 2 A it is obvious that the occlusion 
was “away off.” It was a simple matter in 
this case (Fig. 2 C) merely to move the 
entire lower jaw back so as to restore 
occlusion. 

A lateral preoperative roentgenogram 
(Fig. 3) further demonstrated the de- 
formity. It also ruled out any osseous 
pathologic condition and indicated the 
location of the mandibular notch and the 
foramen. 

On March 19 the patient was prepared 
for the operation. Nasal endotracheal 
anesthesia was induced, after which 
Jelenko arch bars were wired to the teeth 
of the upper and lower jaws, as part of 
the preoperative preparation. 

The face was then given the usual 
sterile preparation, and the operation was 
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Fig. 1—A, preoperative anterior photograph; B, right lateral preoperative photograph; C, pre- 
operative photograph showing malocclusion. 


Fig. 2 (M. L.).—A,. preoperative position of denture casts. B, proposed postoperative position of 
denture casts. 


performed bilaterally as follows: An in- 
cision 5 mm. long was made through the 
skin just below the ear lobe, approxi- 
mately 2 cm. below an imaginary line 
passing through the center of the external 


auditory meatus. Blair’s needle was placed 
in the wound (Fig. 4 A), passed around 
the posterior border of the mandible and 


pushed forward, hugging the bone be- 


tween the median surface of the ramus 
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Fig. 3 (M. L.).—Preoperative roentgenogram. 


and the internal pterygoid muscle and 
emerging through a stab wound in the 
cheek at the anterior border of the ramus. 
This approach, carefully carried out 
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eliminated the danger of injury to the 
facial nerve, the inferior alveolar nerve 
and the internal maxillary artery. The 
oral cavity was not opened, and thus the 
fear of infection was minimal. A strong 
braided silk thread was run through the 
eye of the Blair-needle and attached to a 
Gigli saw. The needle, silk and saw were 
then brought out through the first in- 
cision. This placed the saw in exact posi- 
tion for severance of the ramus (Fig. 
4 B) between the mandibular foramen 
and the mandibular notch. After sever- 
ance had been accomplished bilaterally, 
the body of the mandible was pushed back 
until satisfactory occlusion of the teeth 
was achieved (Fig. 6). The small stab 
wound incisions were sutured with no. 
5-0 plastic sutures. The teeth were held 
in occlusion by rubber traction between 
the lugs of the arch bars (Fig. 5 A). Ex- 
tubation was done when the patient 
awoke. 

Postoperatively, the patient was fed in- 
travenously for twenty-four hours, until 
all nausea had disappeared. She was then 
given a high caloric liquid diet fortified 
by liquid vitamins. A mouth wash was 
used at regular intervals to insure oral 
hygiene. Intramuscular penicillin (600,- 
000 units) was given daily for seven days 
to prevent infection. The patient left the 
hospital after one week and returned to 
work in a factory after two weeks. 


Fig. 4.—A, photograph demonstrating position of Blair’s needle. B, photograph showing position 
of Gigli saw for severance of ramus. 
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vig. 5 (M. L.).—A, postoperative fixation of jaw with elastic bands between lugs of arch bars, show- 


ing teeth in good occlusion. 


Her jaws were kept in occlusion for 
eight weeks, after which the arch bars 
were removed. There was both functional 
and cosmetic improvement, with correc- 
tion of occlusion (Fig. 5, B and C). 

The following 2 cases are similar: 

N.V.D., a white girl aged 15, had uni- 
lateral protrusion of the lower jaw simu- 
lating cross-bite. The preoperative photo- 
graphs show the mouth with the teeth 
exposed and the lips naturally closed (Fig. 
7, A and B), and the postoperative views 
show the same conditions (Fig. 7, C and 
D). 

B. F., presented a protrusion of the jaw 
(Fig. 8, A, and B), with the lower teeth 
protruding in front of the upper teeth 
at least 1 cm. Operation was performed, 
occlusion restored and the jaw pushed 
back into a normal position (Fig. 8, C 
and D). 

CONCLUSION 


In children up to the age of 14 years, 
mild to moderate prognathism may be 


corrected by orthodontic measures. Se- 
vere prognathism, however, can be cor- 
rected only by surgical intervention, which 
should be attempted only after the patient 
reaches the age of 15. Osteotomy through 
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B, postoperative photograph, anterior view. C, postoperative photo- 
graph, right lateral view. 


the body of the mandible and, in the 
author’s experience, gives superior re- 
sults in patients with a sufficient number 
of teeth for the attachment of arch bars. 


CONCLUSIONI 


Fino all’eta di 14 anni si puo curare con 
metodo ortodontico il prognatismo di gra- 


Fig. 6 (M. L.).—Postoperative roentgenogram. 
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Fig. 7 (N. V. D.).—A and B, preoperative photographs. C and D, postoperative photograph: 
176 
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Fig. 8 (B. F.).—A and B, preoperative photographs. C and D, postoperative photographs. 
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do lieve o medio. I casi gravi di progna- 
tismo possono essere corretti solo con la 
cura chirurgica, che si dovra tentare sol- 
tanto dopo i 15 anni di eta. L’osteotomia 
attraverso il ramo ascendente é pili sem- 
plice che attraverso il corpo della mandi- 
bola e, nella mia esperienza, da migliori 
risultati in pazienti con un numero di den- 
ti sufficiente per |’attacco degli archi. 


RESUMEN 


Puede tratarse un paciente mayor de 
14 anos de mediano o moderado progna- 
tismo por procedimiento quirtrgico. Casos 
severos de prognatismo pueden corregirse 
solamente por la intervenci6n quirurgica, 
la que solo deberia intentarse después de 
que el paciente haya llegado a los 15 afios 
de edad. La osteotomia a través de la 
rama ascendente es mas simple que la 
osteotomia a través del cuerpo de la man- 
dibula, habiendo dad al autor resultados 
superiores en pacientes con un nimero 
suficiente de dientes para la fijacion de las 
barras del arco. 


SCHLUSSFOLGERUNG 


Kranke mit Prognathie geringen oder 
maessigen Grades koennen bis zum Alter 
von 14 Jahren mit orthodontischen Mass- 
nahmen behandelt werden. Schwere Faelle 
von Prognathie koennen nur durch chirur- 
gische Eingriffe, die nicht vor dem 15. 
Lebensjahr versucht werden sollten, aus- 
geglichen werden. Die Osteotomie durch 
den aufsteigenden Kieferast ist einfacher 
als die durch den Kieferkoerper und ergibt 
nach Erfahrung des Verfassers bessere 
Resultate bei Kranken, die eine genue- 
gende Anzahl von Zaehnen haben, die zur 
Verankerung der Stuetzboegen dienen 
koennen, 
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RESUME 


Une correction orthodontique pour 
prognatisme peut se faire jusqu’a l’age 
de 14 ans. Toute correction chirurgicale 
pour prognatisme grave ne doit se faire 
qu’aprés |’Age de 15 ans. II est plus facile 
de pratiquer |l’ostéotomie de la branche 
ascendante que celle du mandibule. Ceci 
est basé sur l’expérience de ]’Auteur dans 
le but de conserver une quantité suffisante 
de dents. Ce qui est de beaucoup pré- 
férable comme effet cosmétique. 


SUMARIO E CONCLUSOES 


Até a idade de quatorze anos, um 
paciente pode ser tratado de leve, até 
moderado, prognatismo por medidas orto- 
donticas. Severos casos de prognatismo 
podem ser corrigidos somente por inter- 
vencao cirurgica, a qual deve ser tentada 
somente depois que o paciente alcancar 
a idade de 15. A osteotomia do ramo 
ascendente é mais simples do que a osteo- 
tomia do corpo da mandibula e, em minha 
experiencia, da superiores resultados em 
pacientes com um suficiente numero de 
dentes para ligacao dos arcos. 
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Cosmetic Surgery of the Nose in Israel 


ERNEST WODAK, M.D., F.I.C:S. 
TEL-AVIV, ISRAEL 


corrections of the nose performed by 

myself during the last thirteen years 
'; Israel, and the problems connected 
»erewith. 

When I started my work in Palestine in 
'939, I was the first surgeon to deal sys- 
‘-matically with plastic operations. In 
tuis activity as pioneer I encountered cer- 
tin difficulties. I have discussed them 
more in detail in other papers.' © * 

The number of nasal corrections per- 
iormed by me in Israel in this period was 
315. Up to the end of the English mandate 
of 1948, 90 per cent of the patients came 
from the Jewish population, the remaining 
10 per cent from the resident Arabs or 
from neighboring countries. Since the es- 
tablishment of Israel, no more foreign 
patients have come from the neighbor- 
hood, and the number of resident Arabs 
dropped sharply. 

Indications.—In Prague, Czechoslovak- 
ia, my former place of activity for more 
than twenty years, the prevalent indica- 
tions for rhinoplasty were social or pro- 
fessional. In those times, so far as the 
Jewish population was concerned, the ra- 
cial problem also belonged to this cate- 
gory. Social indications were of lesser im- 
portance in Israel, and rhinoplasty was 
sought more often for cosmetic reasons. 
In addition, the great number of noses 
disfigured by accident was of considerable 
importance. Among these traumatic de- 
formities were war injuries acquired in 
the second World War, as well as in the 
Jewish-Arab War in 1948. Racial reasons 
for nasal correction were met only rarely. 

The patients were about equally divided 
between the two sexes. 

Psychological Reaction Before and After 
Correction.—This question had other fea- 
tures here than in Europe: There it hap- 


Teor paper is a survey of the cosmetic 


Submitted for publication June 4, 1952. 


pened not infrequently that a patient, 
even after a successful operation, was not 
satisfied with the result and blamed the 
surgeon. The reason was that many of 
these patients had some skillfully con- 
cealed mental disturbance that could not 
always be improved or removed by such a 
procedure. I discussed these important 
questions more extensively in my mono- 
graph on psychologic bases for facial plas- 
tic surgery.'” I have the impression that 
here in Israel these abnormal psychologic 
reactions were less frequent. 

Also, even with more or less normal pa- 
tients, disagreeable discussions about the 
result of the rhinoplasty occurred more 
often in Europe than here. Extreme re- 
serve in my promises to every patient may 
have contributed to this difference. Now- 
adays, before the operation, I describe to 
the patient frankly and, if possible, sev- 
eral times, all possibilities, risks, dangers 
and prospects involved, with especial care 
to damp all exaggerated hopes or expecta- 
tions. This overdone optimism has been 
created by quacks, by irresponsible articles 
in newspapers and by analogous cinema 
films. If the patient is psychologically 
difficult or if I have to perform a more 
than usually complicated rhinoplasty in 
which some failure may occur, the patient 
is asked to sign a declaration beforehand, 
stating over his signature that his atten- 
tion has been drawn by me to all risks, 
possibilities and prospects of the intended 
operation and that he undertakes it on his 
own responsibility. The document also 
describes, of course, the improvements 
that may be expected according to my ex- 
perience. Without the patient’s signature 
I refuse to operate. This caution is ad- 
visable in this country, because the atti- 
tude of jurisprudence toward claims is 
not as well established by law as in Europe 
or the United States, according to my 
experience in Prague. Here in Israel we 
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Fig. 1.—Probably inherited hump nose. 
tion, B, after the operation. 


have no exact laws covering such rare 
cases, and the decision rests, according to 
English law, with the judge concerned. 

Entirely aside from medical jurispru- 
dence, however, it is advisable for the sur- 
geon to be very reserved in his promises 
concerning the result to be expected. Oc- 
casionally a patient only imagines a de- 
formity of the nose or the face, and serious 
psychic disturbances develop, leading to 
disagreeable consequences. 

Hump Nose.—The number of hump 
noses operated on by me in Israel was 236, 
i.e, 75 per cent of the 315 rhinoplasties. 
In this number some noses with smaller 
humps are also included. 

A few-figures on the countries of origin 
of these hump noses are added, as far as 
I can ascertain them. The greatest num- 
ber—94, or 40 per cent—came from cen- 
tral or western Europe, especially from 
Germany, Austria and Czechoslovakia. 
Seventy-five, or 35.8 per cent, came from 


AUGUST, 1952 


B 


A, traumatic twisted cartilageneous nose before the opera- 
All faults were simultaneously removed (see text). 


Poland; 23 {9.5 per cent) from Russia and 
the same number from the Near East. In 
21 cases (9 per cent) the country of origin 
was not determined. 

This small statistic confirms an observa- 
tion, already made long ago in Europe, 
that real hump noses are less frequent in 
Polish or even Russian Jews than in Jews 
from central Europe. This is true, of 
course, for congenital and inherited and 
not for traumatic reasons. 

To correct these hump noses I used, as 
most plastic surgeons do, the methods of 
my teacher, Joseph of Berlin. Although 
he created his famous methods more than 
fifty years ago, they are still valid today, 
except for some small, insignificant modi- 
fications as every experienced plastic sur- 
geon develops them. It is sometimes in- 
teresting to read publications on nasa! 
correction presenting so-called new meth- 
ods that were recommended by Joseph 
many years ago and have been used since 
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Fig. 3—Hump nose in a male patient. 


by his pupils all over the world. 

As was stressed originally by Joseph, 
nearly every hump nose, being too long 
after elimination of the hump, must after- 
ward be shortened. This shortening, ac- 
cording to Joseph, is done by excision of 
a triangular piece of the septal cartilage 
(quadrangularis) and a subsequent “or- 
thopedic” suture. For many years I con- 
tented myself with one such suture to fix 
the columella to the septum. Because the 
nose drops, after such shortening, nearly 
always 1 to 2 mm., Joseph recommended 
that the nose be shortened more than nec- 
essary to counteract this later droop. In 
spite of taking this rule to heart, it struck 
me in not a few cases that the nose 
dropped more than was desirable, which 
event required a second correction. After 
some fruitless trials to avoid this draw- 
back it occurred to me that this failure 
was possibly due to my using only one 


A, before operative treatment: 
columella-upper lip angle is about 90 degrees. 
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correction. The 


B, after 


orthopedic suture. I therefore made two 
such sutures, and it seemed to me that the 
nose dropped less than before. 

The age of the patient has some influ- 
ence on the droop: in young patients with 
tight tissue in the region of the columella, 
the droop is less than in older persons with 
decreased elasticity. Therefore, in short- 
ening the nose, all these factors have to 
be taken into account. 

The question of simultaneous resection 
of the deviated septum is also important 
here. In many cases of hump nose and in 
all cases of twisted cartilaginous nose 
there is a deviation of the septum and very 
often a subluxatio septi in the extreme 
distal part. These deformities of the sep- 
tum have to be dealt with in the correction 
of the hump nose, especially in cases of 
trauma. If one performs the septal resec- 
tion simultaneously with the hump cor- 
rection, one must envisage two dangers: 
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(1) sinking in of the nasal profile due to 
a too extensive resection of the quadrangu- 
lar cartilage and (2) a striking drop of 
the whole nose and/or an_ unsightly 
scarred retraction of the point. 

The first-mentioned fault can be avoid- 
ed by cautiously resecting the septal car- 
tilage toward the back of the nose in such 
a manner that a narrow strip of the quad- 
rangular cartilage—parallel to the profile- 
line of the nose—remains for support of 
the nasal point. 

Avoidance of the second fault is more 
difficult in the region of the columella: 
If, when performing resection of the devi- 
ated septum, the surgeon takes away too 
much of the quadrangular cartilage in the 
direction of the columella, adding further 
to the loss of this cartillage a second tri- 
angular resection for shortening of the 
nose, the distal part of the cartilaginous 
nose may lose its support completely. It 
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will drop down to its former position, thus 
annihilating the whole shortening, and, 
furthermore, the pull of the scar will draw 
the point of the nose toward the face 
(retracted point of the nose). This is a 
very unpleasant. failure, which every plas- 
tic surgeon knows only too well. 

To avoid these difficulties, it has been 
recommended that two operations be per- 
formed, the first to resect the deviated 
septum and the second, after some months, 
to perform the nasal correction. This 
principle, sound as it is, has two con- 
siderable disadvantages: first, the neces- 
sity of two operations, in itself not agree- 
able for the patient, and second, the fact 
that reimplantation of the septal car- 
tilage, gained at the resection, is made 
more difficult. When the two operations 
are done simultaneously, I often reimplant 
the septal cartilage, gained at the resec- 
tion, in other parts of the nose (columella, 


100 degrees. ; 
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Fig. 2—Hump nose. A, before correction; B, after correction. Note the columella parallel to the 
mucocutaneous border of the upper lip. The angle between the columella and the upper lip is about 
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Fig. 4.—Same patient, anterior view. A, before the operation; B, after the operation. 


above the point of the nose in case of slight 
concavity of the profile here, etc). When 
two operations are performed, the septal 
cartilage gained must be preserved for 
later use, rendering its implantation more 
risky. 

My technic to avoid these difficulties 
and to operate in a single procedure is as 
follows: I make the first incision for the 
septal resection farther inside the nose 
than usual, e.g., about 2 to 2.5 cm. distant 
from the introitus nasi. There remains 
intact between the columella and the in- 
cision a large piece (strip) of quadrangu- 
lar cartilage. From this big strip of car- 
tilage one can easily resect the triangular 
piece needed for shortening the nose. The 
remaining strip is large enough for sup- 
port of the point of the nose. 

This simple modification is especially 
useful when the real deformity of the 


septum cartilage starts 2 to 2.5 cm. in- 
side the nose or even deeper. If, however, 
the deviation begins immediately behind 
the columella—as occurs not infrequently 
in cases of trauma—one must deliberate 
whether to operate twice or to leave a 
strip of the deviated septal cartilage. This 
must be decided from case to case, always 
with consideration of the question of free 
nasal breathing. 

Another device to support the nose after 
shortening is the following procedure: 
Starting from the day after the removal 
of the sutures (seventh to ninth postopera- 
tive) I lead a narrow (0.75 cm.) strip of 
plaster from the upper lip over the co- 
lumella and the point of the nose and then 
as a bridge to the forehead, where it is 
fastened by another plaster strip. The 
plaster should be stretched, raising the 
point of the nose until the patient looks 
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like a clown. I advise the patient to use 
this device for about three weeks, espe- 
cially at night but also, if possible, during 
the day. It helps in the formation of a 
stronger scar. 

Subluxatio septi, which appears always 
in the extreme distal part of the septum, 
will be eliminated, totally or almost 
totally, by triangular excision for the 
shortening of the nose. Since I began using 
this procedure I have encountered hardly 
one of the drawbacks mentioned. 

Fig. 1 illustrates a case of combined 
(probably inherited) hump nose and trau- 
matic twisted cartilaginous nose with a 
septal deviation. The nose was corrected 
in a single operation. 

Figs. 2, 3 and 4 are pictures taken be- 
fore and after the operation. Here I should 
like to stress one cosmetically important 
fact: The proportion of the nasal shorten- 
ing depends to some degree upon the sex 
of the patient. In a male patient one should 
shorten the nose in such a manner that 
the angle between the columella and the 
upper lip will be 90 degrees; never less, 
but sometimes a few degrees more. 

In the female patient the nose may be 
shortened somewhat more, until the angle 
is about 100 degrees. The cosmetic result 
will be best if the line of the columella 
goes parallel to the line of the mucocuta- 
neous border of the upper lip. 

In one male patient (Fig. 5) I shortened 
the nose a little more than usual because 
of the configuration of the forehead. Al- 
though the expression of his profile be- 
came a little effeminate as compared with 
the manly profile of the patient in Figure 
3, in my opinion the shortening is not ex- 
aggerated. 

Among 236 hump noses and 16 noses 
that were too long thus (252 nasal cor- 
rections of this kind) I had to resect the 
deviated septum in 112 (45 per cent). 
This high number again proves the fact, 
so often stressed by plastic surgeons, that 
nasal corrections should be done exclu- 
sively by surgeons familiar with rhino- 
logic methods. Other surgeons may, per- 
haps, also produce a beautiful facade of 
the nose, but will never permanently re- 
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store or maintain its correct function. 
Nor is the cooperation of the rhinologi- 
cally unskilled plastic surgeon with the 
rhinologist adequate, in my opinion. The 
rhinologist without experience in plastic 
work can never judge the proportion of 
cartilage to be resected and/or the amount 
needed for reimplantation as well as can 
the experienced rhinoplastic surgeon him- 
self. 

Saddle Nose.-—The number of true sad- 
dle noses operated on by me in Israel was 
16 (5 per cent). This number is relatively 
much smaller than it was in Europe. The 
same is true of ozena, which disease is 
much more frequent in Europe than here. 
In Israel ozena is rare and occurs chiefly 
in new immigrants. As a consequence of 
the secondary bone atrophy associated 
with ozena, the development of a saddle 
nose is not infrequent. Some of the saddle 
noses in Europe may be caused by this 
disease. The same is the case of saddle 
noses due to syphilis, also frequent in 
Europe and relatively rare in Israel’s Jew- 
ish population. 

For the correction of a saddle nose, 
many materials and methods have been 
recommended in the last decades. Not long 
ago, I tried to evaluate the different 
grafts'* on the basis of my experiences. 
Since then acrylin and other plastic mate- 
rials have been introduced for this purpose. 
I shall say a few words later about these 
materials, according to my small experi- 
ence. 

Joseph used ivory, almost exclusively, 
for the correction of saddle noses. So did 
I, as his pupil, for about twenty years. 
But increasing experience showed that 
ivory, much more often than is usually 
believed, is not tolerated and may be elim- 
inated as a foreign body even after many 
years. Sometimes this late expulsion has 
occurred without any known cause or 
after an insignificant trauma. Today 
ivory as heteroplastic material has been 
totally abandoned not only by myself but 
by other experienced plastic surgeons. 

The best implant is doubtless still the 
autogenous rib cartilage or cartilage from 
some other part of the patient’s body— 


VOL. XVIII, NO. 2 


WODAK: PLASTIC SURGERY OF NOSE 


Fig. 5.—Hump nose. Here the columella-upper lip angle is somewhat more than 90 degrees within 


the nose, the auricle, etc. Not a few pa- 
tients, however, object to the use of their 
own rib cartilage, first of all because they 
object to the second operation ‘to gain this 
cartilage. They are not totally unjustified ; 
they dread the pains in breathing after 
the rib operation, the relatively long in- 
capacity to work, etc. Therefore, I use for 
the correction of smaller defects, as far as 
possible, cartilage from the nose, gained 
from the patient himself or, if the quan- 
tity is insufficient, cartilage from some 
other healthy person after septal resec- 
tion or correction of a hump nose. The 
cartilage will be preserved in the cartilage 
bank and then implanted with good results 
under penicillin protection. The number 
of failures is negligible. 

Finally, I should mention the necro- 
cartilage I implanted with good results in 
a number of cases, according to the rec- 
ommendations of Iglauer? and others, I 
did so chiefly when no other cartilage was 
at my disposal. Even in the case of a 


esthetic limits. A, before operative treatment; B, after correction. 


striking traumatic saddle nose the im- 
planted necrocartilage healed after a slight 
inflammatory reaction (without penicillin, 
which was then not available) and has re- 
mained so for ten years, up to the time of 
writing (Fig. 6). 

In a few cases I tried the implantation 
of autogenous skin grafts, with good re- 
sults. Considering the small number of 
my cases, further tests are necessary. 

Sometimes the plastic surgeon is forced 
to implant autogenous and homogenous 
materials together when the mutual tolera- 
tion of the two is at least doubtful. I had 
a patient with a traumatic saddle nose in 
whose case another surgeon years before 
had implanted some heteroplastic mate- 
rial, the exact nature of which I could not 
ascertain. In spite of a good “take,” there 
remained a considerable saddle nose ef- 
fect, correction of which was requested 
by the patient (Fig. 7). I resected the 
traumatic deviated septum and _ success- 
fully implanted the bony and cartilagi- 
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Fig. 6.—Traumatic saddle nose resulting from a frontal blow. 
narrow the occa nasalia and second by implantation of necrocartilage. 
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Corrected first by osteotomy to 
A, before treatment; B, 


after the operation. 


nous material so gained. The patient 
was at first satisfied with the improve- 
ment, but came back after half a year and 
asked for correction of the small remain- 
ing saddle. Because he refused to permit 
the use of his own rib cartilage, there was 
no other possibility than to use cartilage 
from another patient. This, however, 
would have been the third material used 
on this patient, and its implantation repre- 
sented, in my opinion, a serious risk. 
There was the possibility of an inflamma- 
tory reaction, with subsequent expulsion 
of all the material implanted up to that 
time. But the patient, frankly informed 
about the risks involved, accepted the re- 
sponsibility and signed the aforementioned 
declaration. The implantation was for- 
tunately completed successfully. 

Lately I have used acrylin in a few cases 
for the correction of saddle noses and had 
good results as well as failures. In some 


cases there were, of course, other factors; 
e.g., serious vitium cordis with grave dis- 
turbances of the circulation, which could 
have been responsible for the negative re- 
sult. I must, therefore, abstain from any 
judgment, especially considering the very 
small number of patients so treated. It 
would be advisable, in my opinion, to con- 
tinue trials with this material, because 
the local reaction after the use of acrylin 
seemed much weaker than that observed 
after the use of ivory. Perhaps penicillin 
protection was responsible for the milder 
reaction. 

For fixation of the implant on the spot 
I have used, in recent years, stents com- 
position. I thus succeeded in avoiding a 
shift of the implant, which was formerly 
frequent, especially when ivory was used. 
I used this stents composition also after 
osteotomy in hump correction. By this 
means the incidence of swelling of the 


Vie. 
¥ 
A 4 
as 


VOL. XVIII, NO. 2 


nose and the neighboring areas, as well 
as that of the formation of hematoma, 
was decreased considerably. After correc- 
tion of the hump the stents remain about 
three days; in saddle noses, one or two 
days longer. 

As to the question of failures after nasal 
corrections in general: Not only does the 
surgeon learn from his setbacks, but, by 
publishing them, he warns others. In 1932 
| discussed this important theme in a 
special paper,'’ and I still appreciate 
deeply every frank expression of other 
plastic surgeons on this topic, especially 
experienced ones (e.g., Saffian*). 

Infections occurring after nasal correc- 
i‘on (osteotomy), which I discussed in my 
aforementioned paper,'* disappeared al- 
most completely in every case as a result 
of penicillin protection. 

But there are other causes of failure 
that lie more in the technical field. For 


Fig. 7—Traumatic saddle nose corrected with three different 
autogenous bone and cartilage, and homogenous cartilage. 
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instance: After an apparently successful 
hump correction resulting in an unobjec- 
tionable straight profile immediately after 
the operation, there slowly appears after 
weeks or months a new unsightly hump, 
much smaller, of course, than before the 
operation. The reason is that in removal 
of the hump a small part of the formerly 
prominent septal cartilage has been driven 
deep into the fissure between the ossa 
nasalia and has become enlarged after 
removal of the hump, the condition having 
escaped the surgeon’s attention. With the 
swelling gone and the tissue slackening, 
this piece of cartilage rises slowly and 
makes its appearance. It goes without say- 
ing that this fault has to be corrected. To 
avoid its occurrence, one must pay careful 
attention to this part of the cartilaginous 
septum. 

Sometimes, after correction of a hump 
nose, there develops an adhesion of the 


SS 

implants—heterogeneous material, 
A, profile before the operation; B, after 


the operation. 
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skin on the back of the nose with its bony 
base freshened after removal of the hump. 
This occurs after one or two weeks. This 
unsightly flaw may be avoided when the 
surgeon, as soon as he observes it, advises 
the patient to massage and shift this part 
of the skin energetically and in all direc- 
tions several times a day, for several 
minutes. In this manner I nearly always 
succeeded not only in avoiding the forma- 
tion of these adhesions, but in removing 
or considerably improving fresh adhesions 
already existing. 

Finally, the plastic surgeon will do well 
from the beginning not to attempt to cor- 
rect the smallest cosmetic deviations from 
the normal in every case, especially on 
the point of the nose. Thereby one not 
only prolongs every intervention, but runs 
the risk of unsatisfactory results, espe- 
cially in dealing with a thick, fleshy nasal 
point when this unesthetic form has been 
caused by the prominence of the lateral 
cartilage and hypertrophy of the soft tis- 
sues. Here the plastic surgeon should very 
carefully consider his procedure, chiefly 
as to whether and how much he should 
reduce this point. This reserve is espe- 
cially important in regard to the “intra- 
nasale Streifenexcision” of Joseph. This 
method—devised to reduce the point— 
even if carefully performed, not infre- 
quently causes distortion of the free edge 
of the ala. This unsightly fault can be 
improved only in a very complicated man- 
ner. Besides, the point of the nose often 
remains rather thick in spite of the re- 
moval of soft tissue. In the correction of 
these fleshy noses I have become very con- 
servative and have finally dropped Joseph’s 
method almost totally. As far as I know, 
other European plastic surgeons have had 
the same experience. 

If the point of the nose must be reduced 
at any cost, I make an incision on the free 
edge of the wing according to Joseph, 
undermining from this incision the skin 
over the point of the nose and the lateral 
and (partly) medial crus of the alar car- 
tilage; when necessary, also over the tri- 
angular cartilage. After separating the 
wound edges I excise as much from the 
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hypertrophic soft tissue as possible. If the 
aforementioned cartilage participates in 
the hypertrophy, I reduce it cautiously. 
In this procedure, however, careful atten- 
tion should be paid, in contradiction of 
Joseph’s method; to the intactness of the 
inner lining of the ala (skin and mucus). 
Only in this manner can the aforemen- 
tioned unsightly distortion of the free alar 
edge be avoided. I prefer the nose to re- 
main a little larger—of course, still within 
cosmetic boundaries—in this part of the 
point, than to endanger the whole result 
by too extensive plastic maneuvers. The 
same restrictions are advisable for all 
other phases of nasal correction. There- 
fore, my promises to the patient with a 
fleshy point of the nose are always very 
reserved. 

The same conservatism is valid for an- 
other phase of hump correction, namely, 
the shortening of the nose. It is advisable 
to remain always on the safe side in 
shortening, that is to say, not to shorten 
the nose too much. If the shortening 
should be inadequate it can easily be cor- 
rected later. If, however, the nose has 
been shortened too much, correction is 
rather difficult. The patient should al- 
ways know-that the result of the rhino- 
plasty can be improved by a second (usu- 
ally minor) intervention if necessary. This 
knowledge will calm him if something goes 
wrong at the first correction. 

Fractures of the Nose-——The number of 
nasal fractures in the Israel series was 37, 
or 12.5 per cent. Here I speak of real 
bloody corrections and not of simple re- 
ductions of fresh fractures, of which | 
performed approximately 30. In a small 
study of nasal fractures during the Second 
World War: I tried an analysis of such 
fractures. As to their mechanics, one must 
recognize those caused by violence from 
the outside which strikes the nose either 
frontally, laterally or both. To cause a 
fracture, a frontal blow must be heavier 
than a lateral one, because it strikes the 
pyramid of the nose on its highest point. 
thus distributing the impact tangentially 
to both sides. Destructions of the nose 
after a frontal blow, therefore, are gener- 
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ally more extensive than those observed 
after a lateral blow. This analysis is 
sometimes important in legally contested 
cases. 

Particulars.—Fracture of the septal car- 
‘ilage, especially of the quadrangular 
cartilage: This causes deviation of the 
cartilaginous septum, with more or less 
difficulty in breathing. This fault should 
he corrected as soon as possible with the 
Walsham septum forceps, with or without 
suture of the fractured parts of the sep- 
tum. Packing should be maintained for 
one week to maintain the septum in the 
improved position. 

Fracture of the bone (os nasale, proc- 
essus, frontalis maxillae or processus 
maxillaris of the frontal bone): If the 
blow is lateral and unilateral one en- 
counters a fracture of the os nasale or the 
other aforementioned bones, with a con- 
siderable deformity. The septum and the 
other side of the nose are unchanged. The 
treatment is endonasal reduction, the frac- 
tured part being pushed outside, and 
packing. If the fracture is bilateral the 
whole nose is twisted to one side. The 
treatment is reduction of one side of the 
fractured nose from outside with the 
thumbs and the other from inside as afore- 
described (packing, stents composition). 

If the blow is frontal it generally results 
in a saddle nose (bony as well as cartilag- 
inous) sometimes called “boxer’s nose.” 
The treatment is reduction of the fracture 
by endonasal elevation of the lowered 
bones and the septum. Packing is main- 
tained for one week. 

As I have mentioned, I use stents com- 
position after reduction in the same man- 
ner as after hump correction. The stents 
remain in place for four or five days and 
combat, simultaneously, excessive swell- 
ing and ecchymosis. 

By this procedure I succeeded also in 
cases of considerable disfigurement. The 
reduction of such fresh fractures is possi- 
ble up to about twenty days after injury 
in adults and in children even a few days 
later. The date of reduction must be 
chosen very carefully, because of the dan- 
ger of serious infection due to the injury. 
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Not infrequently there are also fractures 
of other bones, especially on the basis 
cranii, and more or less serious injuries to 
the soft tissue. Even on the slightest sus- 
picion of a fracture of the basis cranii, 
every attempt at an immediate reduction 
should be postponed. One must wait until 
the swelling is gone and the extent of the 
fracture has been ascertained by roent- 
genograms, etc. Here antibiotics and sulfa 
drugs are of great help. 

If immediate reduction of the fracture 
cannot be performed in the aforemen- 
tioned period of about three weeks, cor- 
rection is only possible at a later date by a 
sanguieous intervention—by osteotomy 
according to Joseph. However, this cor- 
rection should not be performed earlier 
than six months after the accident, to 
avoid the possible flare-up of a patent 
infection. 

In most of my cases I was able to correct 
the deformity by an early reduction, some- 
times even in my office. Unfortunately, 
not a few patients came too late for this 
reduction. The attending practitioner 
often opposed immediate reduction be- 
cause of the swelling. With many patients, 
therefore, the right moment was missed. 


SUMMARY 


The author surveys more than 315 cos- 
metic nasal operations performed by him- 
self during the last thirteen years of his 
activity in Israel. Whereas the indication 
for these corrections in his former place 
of activity (Prague) was more or less so- 
cial, in Israel the cosmetic side was em- 
phasized. Of course, there were also many 
nasal deformities due to trauma. The 
different psychologic reactions of the pa- 
tients are stressed. 

The number of corrected hump noses in 
Israel was 236, i.e., 75 per cent of all nasal 
corrections performed. The author still 
uses the methods of his teacher, Joseph, 
with some minor modifications of his own. 

The dangers and risks that exist in dif- 
ferent phases of the correction are dis- 
cussed, as is their prevention: how to pre- 
vent the droop of the point of the nose 
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after shortening, especially when reaction 
of the septum has been necessary; how to 
avoid the dangers of the “intranasale 
Streifenexcision” of Joseph, etc. Because 
resection of the septum was necessary in 
about 40 per cent of the cases of hump 
nose correction, it follows that only a 
plastic surgeon familiar with rhinologic 
methods is competent to perform this kind 
of operation. 

For the correction of saddle nose the 
author uses, in addition to rib cartilage, 
which is preferred, autogenous cartilage 
from the patient’s nose, auricle, etc. Hump 
or septal cartilage from other healthy pa- 
tients may be used, and even necrocarti- 
lage can be successfully implanted. To fix 
the implant the author uses stents com- 
position, which also combats ecchymosis 
and swelling. 

In a special section the author discusses 
fractures of the nose, their analysis and 
their sanguieous or nonsanguieous reduc- 
tion. 

ZUSAM MENFASSUNG 


Der Verfasser bespricht mehr als 315 
Faelle, an denen waehrend der letzten 13 
Jahre seiner Taetigkeit in Israel kosme- 
tische Operationen an der Nase ausge- 
fuehrt wurden. Waehrend am Orte seiner 
fruehren Taetigkeit (Prag) die Indika- 
tion zur Nasenkorrektur mehr oder we- 
niger sozialer Natur war, lag in Israel 
der Schwerpunkt auf der kosmetischen 
Seite. Natuerlich befanden such unter 
seinem Krankheitsgut auch viele trauma- 
tisch enstandene Entstellungen. Der Ver- 
fasser betont die verschiedenen psycholo- 
gischen Reaktionen unter seinen Pa- 
tienten. 

Die Zahl der vom Verfasser in Israel 
korrigierten Buckelnasen betrug 236, was 
75% aller Faelle von Nasenkorrektion 
entsprach. Der Verfasser bedient sich 
noch immer der Methoden seines Lehrers 
Joseph mit einigen geringen eigenen Modi- 
fikationen. 

Es werden die in den verschiedenen 
Phasen der Korrektur auftretenden Ge- 
fahren und Risiken und deren Vorbeugung 
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besprochen. Der Verfasser eroertert, wie, 
besonders wenn eine Septumresektion 
notwendig ist, das Herabsinken der Nasen- 
spitze nach der Verkuerzung vermiede) 
wird, wie die Gefahren der Josephsche: 
“intranasalen Streifenexzision” umgangen 
werden, usw. Aus der Tatsache, dass in 
etwa 40% der wegen einer Buckelnase 
operierten Kranken eine Septumresektion 
notwendig war, ergibt sich, dass nur die- 
jenigen kosmetischen Chirurgen, die mit 
rhinologischen Methoden vertraut sind, 
solche Operationen auszufuehren in der 
Lage sind. 

Zur Korrektur der Sattelnase benuetzt 
der Verfasser neben Rippenknorpel, den 
er bevorzugt, Eigenknorpel von der Nase, 
dem Ohr, etc. des Patienten. Knorpel von 
Buckel oder vom Septum anderer gesunder 
Personen kann ebenfalls verwendet wer- 
den.* Zur Befestigung des Implantats 
benuetzt der Verfasser ein plastisches 
Material (Stentsche Masse) von einer 
Zusammensetzung, die gleichzeitig ver 
Bekaempfung von Blutungen und Schwel- 
lungen dient. In einem besonderen Ab- 
satz eroertert der Verfasser Nasenbrueche, 
ihre diagnostische Auswertung und ihre 
blutige und unblutige Einrichtung. 


RESUMEN 


Se revisan mas de 315 casos de cirugia 
cosmética de la nariz, operaciones efect- 
uadas por el autor durante los ultimos 
trece afios de su actividad en Israel. Se 
sefiala el especto cosmético de estas cor- 
recciones en Israel, considerando que la 
indicacién de las mismas en su residencia 
anterior (Praga) fué mas o menos de 
caracter social. Hubieron desde luego 
muchas deformidades nasales_ posttrau- 
maticas. Se consignan las diferentes re- 
acciones psicologicas de los pacientes. 

El numero de las correcciones efect- 
uadas en Israel fué de 236, el 75 por ciento 
del total. El autor utiliza todavia los 
métodos de su maestro Joseph, con algunas 
pequefias modificaciones personales. Se 


*Und sogar toter Knorpel lasst sich mit Erfolg im- 
plantieren. 
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discuten los peligros y riesgos existentes 
en diferentes fases de la correccién y la 
manera de prevenirlos, habiendo sido 
necesario en aproximadamente el 40 por 
ciento de los pacientes operados de rinocif- 
osis la reseccién del tabique, de donde se 
sigue que solamente un cirujano plastico 
familiarizado con métodos_ rinoldgicos 
esta capacitado para efectuar esta oper- 
acion. 

E] autor prefiere el cartilago costal para 
ia eorrecciOn de la nariz en silla de montar, 
pero usa ademas cartilago nasal, auricular, 
ete. del propio paciente, pudiendo usarse 
cartilago procedente de otros pacientes 
sanos y aun necrocartilago. El] autor usa 
para fijar una composicién antiequimotica 
v antiflogistica. En seccién especial se 
diseute analiticamente sobre las fracturas 
nasales y su reduccion cruenta o incruenta. 


SUMARIO 


O autor revé mais de 315 casos de cirur- 
gia cosmetica do nariz em que operacées 
foram executadas por ele durante os ulti- 
mos treze anos de sua atividade em Israel. 
Emquanto que a indicac&o para essas co- 
rrecdes em seu primitivo lugar de ativi- 
dade (praga) foi mais ou menos social, 
em Israel a finalidade cosmetica foi prima- 
cial. Havia, naturalmente muitas deformi- 
dades nasais devidas a traumatismo. As 
diversa reacdes psicologicas dos pacientes 
foram realcadas. 

O numero de narizes corcovados corri- 
gidos em Israel foi de 236, ou seja, 75 por 
cento de todas as corregdes nasais execu- 
tadas. O autor ainda usa o metodo de seu 
professor Joseph, com algumas poucas 
modificacées proprias. 

Os perigos e riscos que existem em di- 
ferentes fases da correc&o sao discutidos, 
como tambem o meio de evital-os :—como 
prevenir a queda da ponta do nariz depois 
do endireitamento, especialmente quando 
a ressecéo do septo tenha sido necessaria, 
como evitar os perigos da “Streifenexci- 
sao” intranasal de Joseph, etc. Devido ao 
fato de que a ressecéo do septo tenha sido 
necessaria em cerca de 40 per cento de 
pacientes submetidos a correcaéo de nariz 
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corcovado, segue-se que somente um cirur- 
giao plastico familiarizado com metodos 
rinologicos seja competente para executar 
este tipo de operacao. 

Para a correcaéo do nariz em séla o autor 
usa adicionalmente as cartilagens costais, 
as quais sao preferiveis, cartilagens auto- 
genas do nariz do paciente, auricula, etc. 
Cartilagem corcovada ou septal de outros 
pacientes sadios podem ser usadas, bem 
como necrocartilagens que podem ser im- 
plantadas com sucesso. Para fixar o 
enxérto o autor uso fios de uma compo- 
sicéo que tambem combate a equimose e 0 
edema. Em seccao especial 0 autor discute 
fraturas do nariz, sua analise e sua re- 
ducéo sanguinolenta ou asanguinea. 


RESUME 


L’auteur passe en revue quelques 315 
cas de chirurgie plastique du nez opérés 
par lui durant les 13 derniéres années de 
sa pratique en Israel. Si les indications 
opératoires pour ces corrections plastiques 
étaient plus ou moins d’ordre social dans 
le dernier milieu de sa pratique (Prague) 
en Israel elle le furent uniquement d’ordre 
plastique. I] faut aussi compter les cas dus 
a des traumatismes. On énumére les 
diverses réactions psychologiques des pa- 
tients. En Israel il a corrigé 236 cas, soit 
75%, de nez bossé. L’auteur emploie 
toujours la méthode de son maitre— 
Joseph—avec quelques modifications per- 
sonnelles. L’auteur énumére les dangers et 
les risques que l]’on peut recontrer; com- 
ment on doit les éviter, surtout d’empécher 
le bout du nez de s’affaisser aprés l’avoir 
raccourci, quand le septum a été réséqué, 
aussi le danger de la “Streifenexcision” 
intranasale de Joseph. Parce qu’il faut 
réséquer le septum dans 40% des cas de 
nez bossés, seul un chirurgien plastique 
accoutumé a la rhinologie ne doit s’at- 
taquer a ce genre d’opération. Pourcorri- 
ger le nez en selle, l’auteur emploie du 
cartilage costal, on peut se servir de 
cartilage pris ailleurs chez le patient, 
méme celui de cadavre pour corriger le 
nez bossé ourefaire le septum. L’auteur 
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discute aussi de fracture du nez et leur 
procédé de réduction sanglante et non 
sanglante. 
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Partial Resection of the Anterior Thoracic Wall 
With Skin Flap Reconstruction 


JOAO B. VIANNA, M._.D., F.I.C:S. 
RIO DE JANEIRO, BRAZIL 


thoracic wall frequently results in 

such a loss of tissue that simple su- 
ture of the edges of the wound will not 
suffice to close it. This occurs especially 
in cases of cancer of the breast recurring 
after radical mastectomy. 

One cannot expect a surgical cure of 
cancer so far advanced, but, when the 
local recurrence on the thoracic wall is 
not associated with metastases elsewhere, 
something should be done. The patient 
has a right to a palliative treatment that 
may carry her along comfortably for some 
time. 

Irradiation has not proved itself of 
much avail, especially when cartilage has 
been invaded. Therefore only a wide re- 
section of the thoracic wall, sometimes 
including the pleura and even part of the 
lung, offers any results at all worth while. 

The removal of such large segments of 
the thoracic wall involves loss of tissue 
and needs immediate reparation. 

Pickrell, Baker and Collins! have used 
fascia for the deeper part of the wound 
and skin flaps for the surface. 

One would be inclined to suppose that 
the loss of bone and cartilage would cause 
serious disturbance in the thoracic cage, 
allowing herniation of the lung. This has 
generally not proved to be true. 

Since 1941, at the National Cancer 
Service (S.N.C.) and in my private prac- 
tice, I have operated on 9 patients in this 
category. 

All but 2 had recurrences from primary 
cancer of the breast. The 2 exceptions had 
primary breast cancer in which the tho- 
racic wall was already involved, although 
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no other metastases could be found. At 
present, according to Haagensen, one 
should not attempt to operate in such 
cases; even so, the patient in Case 6 is 
living comfortably almost two years later, 
and the patient in Case 2 survived for 
more than three years. 

Technic.—With the patient supine on 
the operating table, the ulcerated surface 
of the tumor is electrocoagulated with a 
large electrode to sterilize the lesion as far 
as possible and to avoid further contam- 
ination of the pleura. 

The skin is incised around the tumor 
at least 4 cm. from its borders. Hemo- 
stasis is obtained by coagulating small 
vessels with the electrode. After this the 
underlying ribs, cartilages, intercostal 
muscles and sometimes a great part of the 
sternum are cut. Removal of the diseased 
part of the thoracic wall should be started 
near the sternum. The internal mammary 
vessels are ligated, and dissection of the 
pericardium and of the pleura (not always 
possible) performed, separating them 
from the inner surface of the thoracic 
wall. When the parietal pleura is invaded 
by the tumor it should also be resected, 
together with the thoracic wall. 

To close the wide gap left by the re- 
moval of the tumor I fashion a large 
skin flap either from the abdominal wall 
or from the opposite side of the anterior 
thoracic wall. For optimum nutrition, the 
skin flap should contain a good thickness 
of fat and even some muscular fibers in its 
pedicle. 

After the flap is fashioned according to 
the shape of the thoracic wound, it is slid 
over so as to cover completely the area of 
tissue loss and is sutured to its cutaneous 
edges with fine silk sutures, placed near 
each other so as to make good closure. In 
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Fig. 1—A, (Case 2), closure of the wound with a skin flap taken from the opposite infraclavic- 
ular region. B, (Case 3), large ulcerated tumor due to recurrence of breast cancer after radical 
mastectomy. 


case the pleural cavity is entered, a cathe- 
ter should be left under the skin flap and 
gentle suction made while the anesthetist 
inflates the lung and the skin is com- 
pletely closed. 

I am now convinced that in these cases 
closed underwater drainage should be em- 
ployed for forty-eight hours after the op- 
eration. Unfortunately this was not done 
in my earlier cases, and pleuritis was a 
serious complication. 

In 2 cases the skin flap was not used; 
instead, the opposite breast was slid over 
to cover the gap in the thoracic wall. 

After the operation the pulse rate is 
usually high and the patient has slight 
dyspnea on exertion, especially when a 
large portion of the sternum has been 
removed. 

Heartbeats are readily noticed through 
the skin flap, and paradoxic movements 
are visible during breathing. 

In no case has necrosis of the skin flap 
developed. 

Dyspnea on exertion gradually disap- 
pears, and eventually the skin flap tough- 


ens, giving better protection to the tho- 
racic contents. 

A brief report is here given of each of 
my cases, the first 5 of which have been 
reported elsewhere.* 


REPORT OF CASES 


CASE 1.—I. C. W., a 58-year-old white 
Brazilian woman, was admitted to the S. N. C. 
(National Cancer Service) on Oct. 9, 1941. 
She had a large cancer of the left breast. In 
spite of the fact that the tumor was fixed to 
the thoracic wall there were no axillary me- 
tastases, and no distant metastases were ob- 
served elsewhere. 

On October 24 a simple mastectomy was 
performed with the electric knife. Histologic 
examination showed the tumor to be a squam- 
ous cell carcinoma. 

Owing to invasion of the thoracic wall 2 
second operation was performed on November 
29. This consisted of resection of the thoracic 
wall including a portion of the pleura. 

The wound was closed by a large skin flav 
taken from the upper quadrants of the al- 
dominal wall. 

After the operation pleurisy developed, re- 
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quiring drainage. The patient died on De- 
cember 2, with widespread pulmonary me- 
tastases. 

Nowadays I would not operate on such 
a patient. Metastases to the lungs were 
not present on preoperative roentgen ex- 
amination but quickly developed after the 
operation. 

CASE 2.—C. F., a white Brazilian woman 
aged 40, was admitted to the S. N. C. on Aug. 
12. 1947. She had been previously operated 
oi elsewhere for cancer of the left breast, skin 
geafting being done afterwards. 

She had a recurrent cancer of the thoracic 
wall. Two tumors 2 cm. in diameter were 
present, one fixed to the middle of the left bor- 
dev of the sternum and the other fixed to the 
second costal cartilage. 

Thoracic resection was done on September 
27. A large portion of the sternum and the 
second, third, fourth and fifth costal car- 
tilages were removed, with a piece of the 
pleura. The wound was closed with a skin 
flap taken from the opposite infraclavicular 
region (Fig. 1A). 


Fig. 2——Amount of tissue removed (a) from 
thoracic wall and (b) from lung. 
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Fig. 3.—Patient after resection of the thoracic 
wall. The wound was closed with a skin flap taken 
from the abdomen. 


Convalescence was stormy, owing to pleurisy 
and pneumothorax, which were finally con- 
trolled. Histologic examination disclosed adeno- 
carcinoma Grade IV (Broders). 

The patient left the hospital on December 
12, but was readmitted several times after- 
ward for surgical removal of right and left 
supraclavicular and right axillary metastases, 
which were also irradiated. Later she was 
castrated. She was active and enjoyed rela- 
tively good health up to July 1950, when 
mediastinal metastases were discovered. 

Another course of roengen therapy relieved 
her once more for a while, but in September 
1950 generalized metastases developed. Her 
general condition began going downhill though 
she was still ambulant and doing her house- 
work. She died in October 1950. 

This patient, in spite of a Grade IV adeno- 
carcinoma, survived for over three years and 
during this time kept quite active. 

CASE 3.—M. G. T., a dark, 49-year-old Bra- 
zilian woman, entered the S. N. C. on Dec. 30, 
1948. In 1945 she had undergone elsewhere 
a left radical mastectomy for cancer, after 
which she was given a course of roentgen 
treatment. Eight months after mastectomy 
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Fig. 4. (Case 6).—A, ulcerated cancer of the breast invading thoracic wall. B, same patient after 
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radical mastectomy and resection of thoracic wall. The wound was closed with a skin flap taken 
from the abdomen. 


she had a recurrence in the region of the scar. 
This was removed by the electric knife. Four 
other nodes recurred at more or less the same 
place and were removed by the electric knife, 
and after this another course of roentgen 
treatment was given. 

When I first saw her (Dec. 30, 1948) the 
left breast was absent, and in its place was a 
linear scar due to operation and an ulcerated 
tumor measuring 13 cm. in diameter (Fig. 1B). 
It extended from the third interspace 
down to the sixth costal cartilage. The great 
pectoral muscle was absent. Palpation re- 
vealed no glandular metastases in the axillary 
or in the supraclavicular region. Roentgen 
examination showed no metastases to the lung. 

Operation was performed on Jan. 7, 1948. 
The left anterior thoracic wall was widely 
resected,“ with removal of the fourth, fifth, 
sixth and seventh costal cartilages and seg- 
ments of the corresponding ribs (Fig. 2). 
The pleural cavity was entered, and a portion 
of the parietal pleura and a piece of the lung 
were removed. The area of tissue loss from 
the thoracic wall was closed by sliding over 
it a wide skin flap from the upper abdominal 


quadrants (Fig. 3). Convalescence was stormy 
owing to infection of the left pleural cavity, 
which later required drainage. In spite of this, 
the patient’s general condition started going 
downhill and she died on July 26. Autopsy 
showed a large collection of pus under the 
base of the left lung, which was partially col- 
lapsed and adherent to the anterior thoracic 
wall. There were no signs of metastases. 

Underwater drainage at the time of the 
operation might have prevented the wide in- 
fection of the pleural cavity. 

CASE 4.—I. L., a white Brazilian woman 
aged 47, was readmitted to the S. N. C. on 
Sept. 2, 1948. Ten months earlier she had 
been subjected to radical right mastectomy 
for a Grade III carcinoma. 

There was an ulcerated tumor 7 cm. i” 
diameter over the medial third of the mastec- 
tomy scar. Biopsy showed it to be a Grade 
III carcinoma. There were no palpable glands 
in the axilla, and roentgen examinatio. 
showed no metastases to the lung. 

Resection of the thoracic wall -was done 0: 
September 14. The right half of the sternum 
and the fourth, fifth and sixth costal cartilage; 
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were removed, with a small portion of the 
richt lung. The wound was closed with a 
skin flap taken from the left infraclavicular 
region. As soon as the tumor was removed, 
i:tense shock developed and in spite of blood 
transfusion the patient died at.the end of the 
operation. Autopsy was not performed. 

CASE 5.—E. C., a white Brazilian woman 
aed 60, was admitted to the S. N. C. on June 
6 1947. In 1943 she had undergone elsewhere 
«a radical mastectomy for cancer of the left 
Lveast. In November 1946 a tumor had de- 
\-loped over the operation scar. Biopsy showed 
i: to be a Grade III undifferentiated carci- 
roma. A course of high voltage roentgen 
therapy was given, and on Nov. 30, 1948, she 
eutered the surgical department. 

There had been great modification in the 
shape of the lesion. Instead of a round tumor 
as before there was a large ulceration on the 
right side of the anterior thoracic wall, near 
the midline. Its upper border corresponded 
to the second interspace. Pieces of the third 
and fifth left costal cartilages were seen in the 
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depth of the ulceration, and heartbeats were 
clearly observed. There was a lymph gland 
2 cm. in diameter in the left axilla. 

Thoracic resection was done on Nov. 31, 
1948. The third, fourth, fifth and sixth left 
costal cartilages, with segments of the cor- 
responding ribs and intercostal muscles, were 
removed, as was also a portion of the left 
border of the sternum. Scar tissue overlying 
the pericardium showed several “pinhead” 
nodes and was also removed. 

The gap left in the thoracic wall was closed 
with a skin flap taken from the upper ab- 
dominal quadrants. 

The wound healed well. There was slight 
dyspnea on exertion during the first few days 
after the operation. 

Later, empyema developed and required 
drainage. The patient died in April 1949, with 
generalized metastases. 

CASE 6.—E. D., a white Brazilian woman 
aged 55, entered the S. N. C. on June 2, 1949. 

She had an ulcerated tumor of the right 
breast (Fig. 4A) with partial destruction of 


Fig. 5 (Case 9).—A, recurrence on thoracic wall of cancer of breast. B, patient after resection of 
thoracic wall. Loss of tissue was covered with the right breast, which was slid medially. 
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the same and involvement of the anterior 
thoracic wall, with partial exposure of the 
fifth rib. The ulceration measured 9 by 2.5 
cm. A small lymph gland palpated in the right 
axilla, 2 em. in diameter, and another in the 
left axilla. No other metastases were dis- 
covered. 

A radical mastectomy was performed on 
June 21, together with removal of part of the 
anterior thoracic wall (anterior portion of 
the fourth and fifth ribs with corresponding 
intercostal muscles and cartilages, the sixth 
cartilage and a piece of the sternum). The 
pleura and the pericardium were isolated from 
the thoracic wall and were not entered. The 
internal right mammary artery was doubly 
sectioned and ligated. 

The area of tissue loss from the thoracic 
wall was covered by a large full thickness skin 
flap taken from the anterior abdominal wall 
(Fig. 4B). (The raw surface left in the 
abdominal wall was covered with a medium 
thickness skin graft taken from the right 
thigh two weeks later.) 

Except for a rather high pulse rate (132), 
convalescence was good. 

Histologic examination (Dr. Francisco Fial- 
ho) disclosed “a typical carcinoma, Grade IV 
Broders.” 

On July 5, 1949, a left axillary node dis- 
section was done, and pathologic examination 
showed metastatic adenocarcinoma, Grade IV. 
Roentgen therapy was then given to the left 
axilla. The patient was discharged to her 
home on October 24. 

On May 24, 1940, her general and local 
condition was good except for a small node 
in the right axilla. It was removed with the 
region under local anesthesia, and the patient 
was discharged the following day. Histologic 
examination showed carcinoma, Grade III. 
In October 1950 two small pinhead nodes were 
observed in the skin adjacent to the scar on 
the thoracic wall. They were removed with 
local anesthesia and proved to be adenocarci- 
noma, Grade III. A course of roentgen therapy 
was given over the area from which these two 
small nodes had been removed. 

The patient was last seen on Feb. 3, 1951, 
twenty months after thoracectomy. Her local 
and general condition was good, no more me- 
tastases apparently having occurred. She has 
been directed to report every three months 
or every time anything abnormal is noticed. 
Probably metastases will continue, but while 
they occur as small isolated accessible nodes 
and no bone or lung secondary lesions are 
discovered in bone or lung tissue, they may be 
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removed surgically or irradiated. Meanwhile 
the patient is leading a normal life. 

CASE 7.—M. C. L., a 58-year-old white Bra- 
zilian woman, entered the S. N. C. on Sept. 5, 
1949. Two and a half years earlier she hid 
undergone a left radical mastectomy for can- 
cer of the breast. Eight months prior to ad- 
mission here a small node had developed nexr 
the operative scar. A course of roentgen 
therapy was given, but the tumor did not dis- 
appear. 

Examination showed a linear oblique scar 
over the anterior wall of the left hemithorax, 
due to mastectomy. A round tumor 6 cm. in 
diameter was located over and adherent to 
the second and third left costal cartilages and 
the left border of the sternum. No glands 
were palpated:in either the axillae or the 
supraclavicular regions. A roentgenogram of 
the lungs showed no metastases. 

Operation was performed on September 13. 
Partial resection of the anterior wall of the 
left hemithorax was done, with removal of 
the left half of the sternum and the second 
and third costal cartilages. Neither the peri- 
cardium nor the pleura was entered. After the 
right breast had been partially undercut, it 
was pulled toward the midline, completely 
covering the area tissue loss in the thoracic 
wall. 

Histologic examination showed carcinoma, 
Grade III (Broders). 

After the operation the patient did well 
until December 27, when three small pinhead 
nodes were observed near the operative scar. 
Roentgen therapy was again given. These 
nodes disappeared, but on Feb. 3, 1950, an- 
other small cutaneous node on the thoracic 
scar was removed surgically; also a right 
axillary node disection was done. Histologic 
examination (F. Fialho) of both specimens 
showed carcinoma, Grade III (Broders). 

In August several other nodes were seen 
over the thoracic wall and also on the scalp. 
Roentgen examination showed pulmonary me- 
tastases. The patient died at home soon after- 
ward, with general metastases. 

In this case, apparently, operation resulted 
in no benefit whatever. 

CASE 8.—A. S. R., a white man, a Portu- 
guese, entered the S. N. C. on Feb. 2, 1950. 
He had undergone elsewhere a radical mastec- 
tomy for cancer of the right breast five years 
earlier. 

Six months before admission a tumor had 
developed over the operative scar. 

Examination showed an oblique linear scr 
over the anterior wall of the right hem- 
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Fig. 6.—Part of thoracic wall removed with tumor. A, outer aspect; 
B, inner aspect. 


thorax. There was also a round tumor fixed 
to the second, third and fourth right costal 
cartilages and the right border of the sternum. 
No lymph nodes could be palpated in the axil- 
lae. No lung metastases observed on roentgen 
examination. 

Resection of the thoracic wall was done 


(March 11, 1950), the second, third and fourth 
right costal cartilages being removed, with 
nearly the whole width of the medium third 
of the sternum. The pleura and pericardium 
were not opened, but the latter was very ad- 
herent to the sternum and isolation was a little 
difficult. The area of tissue loss in the thoracic 
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wall was covered by a large skin flap taken 
from the left mammary region. 

The patient was removed to his bed in ap- 
parently good condition, but died suddenly 
four hours later. Permission for autopsy was 
refused. 

CASE 9.—V. V., a 53-year-old white Portu- 
guese woman, came to my office on April 15, 
1950. 

She had undergone a radical mastectomy 
for cancer of the left breast in December 1941. 
In 1948 a metastases of the third left rib was 
observed, and the patient was given roentgen 
treatment. This lesion remained stationary, 
but in 1949 a small tumor developed over the 
operation scar and grew slowly. 

Examination showed the patient in general 
good condition in spite of an ulcerated tumor 
over the scar of the radical left mastectomy 
(Fig. 6A). It was ulcerated, measured 6 cm. 
in diameter and was fixed to the fourth, fifth 
and sixth left costal cartilages. No lymph 
glands were palpable in the left axilla. 

No long or bone metastases were observed 
except the one in the third rib, which was 
stationary for over a year. 

The patient entered the N. S. de Lourdes 
Hospital and on April 21, 1950, was subjected 
to partial resection of the left anterior thor- 
acic wall, with removal of the fourth, fifth 
and sixth costal cartilages and part of the 
sternum. The pleura was not entered. The gap 
in the thoracic wall was closed by sliding the 
right breast towards the midline (Fig. 6B). 
A right axillary node disection was also done. 
Pathologic examination showed undifferenti- 
ated carcinoma, Grade III. 

The patient did well and left the hospital 
ten days after the operation. Four months 
later metastases developed in the pelvis and 
the dorsal vertebrae. Another course of ro- 
entgen therapy was given, as well as daily 
injections of testosterone (50 mg.). 

At present the patient is free from pain, 
but roentgen examination still shows wide- 
spread bone metastases. 

This patient probably was not benefited by 
the operation, which may have accelerated the 
development of bone metastases. In spite of 
this she is ambulant and fairly active (April 
1951). 

SUMMARY AND CONCLUSIONS 


Repair of large losses of the thoracic 
wall, especially when due to operation, 
may be done with skin flaps taken from 
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the abdomen or from the opposite sid: 
of the anterior thoracic wall. Althoug!: 
cancer of the breast cannot be cured whe: 
far advanced and in many cases operation 
should not even be attempted, in a few 
others a wide ‘resection of the anterior 
thoracic wall can be done, mostly for its 
palliative effect. In these cases recurrence 
should be limited to the thoracic wall if 
no other metastases have been discovered. 


RESUMEN 


La reparacion de grandes pérdidas de la 
pared toraxica, especialmente por opera- 
cidn, puede efectuarse con colgajos cu- 
taneos tomados del abdomen o del lado 
opuesto de la pared toraxica anterior. Aun 
cuando el cancer mamario avanzado no 
puede tratarse y en muchos casos no debe 
intentarse la operacién, puede hacerse en 
algunos otros casos una reseccién amplia 
de la pared toraxica anterior, sobre todo 
con fin paliativo. En estos casos la reci- 
diva se limitaria a la pared toraxica, sin 
descubrise otras metastasis. 


SUMARIO E CONCLUSOES 


A reparacao de grandes perdas de pa- 
réde toracica, especialmente quando devi- 
das a operacées, pode ser feita com retal- 
hos de pele tirados do abdomen ou do lado 
aposto da paréde toracica. Ainda que o 
cancer do seio ano possa ser curado em 
estado muito avancado e em muitos casos 
a operacéo nao deva ser tentada, em uns 
poucos outros uma larga reseccéo da pa- 
réde toracica anterior pode ser feita, prin- 
cipalmente para efeito paliativo. Nestes 
casos a recurrencia deveria ser limitada 
a paréde toracica, nenhuma outra meta- 
stase tendo sido descoberta. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Grosse Defekte der Brustwand, beson- 
ders solche, die durch Operationen ent- 
standen sind, koennen mit vom Bauche 
oder von der anderen Seite der vorderen 
Brustwand gewonnenen Hautlappen re- 
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pariert werden. Obgleich weit vorgeschrit- 
tene Faelle von Brustkrebs unheilbar sind 
und vielfach nicht einmal dem Versuch 
einer Operation ausgesetzt werden sollten, 
so laesst sich doch in einigen wenigen 
Faellen eine ausgedehnte Resektion der 
yorderen Brustwand im_ wesentlichen 
wegen ihrer palliativen Wirkung durch- 
fuehren. Dieses Verfahren sollte al- 
lerdings nur in solchen Faellen angewandt 
v erden, wo der Rueckfall der Erkrankung 
aif die Brustwand beschraenkt ist und 
keine anderen Metastasen nachweisbar 
sind. 
RESUME 


Pour réparer une perte de substance 
considérable de la paroi thoracique, con- 
secutive une intervention, |’Auteur se 
sert de lambeaux de peau prélevée sur 
abdomen ou du cété opposé. Le cancer du 
sein avancé est incurable et on ne doit 
pas méme tenter d’opérer. Dans certains 
cas cependant, par mesures palliatives, on 
peut réséquer une large portion de la paroi 
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thoracique antérieure. Dans ces cas, les 
récidives sont limitées a la _ paroi 
thoracique. 


CONCLUSIONI RIASSUNTIVE 


E’ possibile eseguire la plastica di am- 
pie perdite di sostanza della parete tora- 
cica (specie se dovute a interventi) usando 
lembi cutanei presi dall’addome o dalla 
parete toracica anteriore del lato opposto. 
Benché il cancro della mammella non possa 
essere curato in stadi molto avanzati e 
l’intervento non possa in molti casi essere 
neppure tentato, in pochi altri si pud 
eseguire una ampia resezione della parete 
toracica anteriore, sopratutto per il suo 
effetto palliativo. In tali casi le recidive 
sarebbero limitate alla parete toracica e 
non sarebbero state riscontrate altre meta- 
stasi. 
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Tuberculosis of the Ileocecal Area 
J. A. RANKINE, M.D., C.M., F.A.C.S., A.I.C.S. 


KELOWNA, BRITISH COLUMBIA 


tuberculosis of the ileocecal area, 

although not a common condition in 
general surgical practice, is one that must 
be considered when lesions of the ileo- 
cecal area are being investigated and 
treated. 

This condition has been known for cen- 
turies. One of the earliest records is that 
of an autopsy on Louis XIII, which re- 
ports a pulmonary cavity and intestinal 
ulceration. The first report of surgical 
treatment was made in 1891 by Hartman 
and Pilliet, who performed resection 
in 2 cases in which the cecum was in- 
volved. 

The reported incidence varies, depend- 
ing on the material studied. In autopsies 
on patients who died of tuberculosis, 
ulceration of the intestines was observed 
in 30 to 90 per cent. Two series in which 
gastrointestinal roentgen studies were 
made of patients with pulmonary tuber- 
culosis showed evidence of intestinal in- 
volvement in 8 per cent in one series and 
38 per cent in the other. In 1934, at the 
Mayo Clinic, 6.6 per cent of the cases of 
colitis were due to tuberculosis. 

There is a difference of opinion as to 
just how infection of the intestine oc- 
curs. The majority of workers consider it 
due to ingestion of the organism, citing 
animal experiments to prove this. Others 
express the opinion that hematogenous 
spread from another focus is possible, 
just as in the case of the kidneys, the 
adrenals, and the bones; Allende was con- 
vinced that in 50 per cent of his cases the 
infection occurred in this manner. Oc- 
casionally infection does occur by direct 
contact with some other affected organ, 
e.g., the fallopian tubes, or with tubercu- 
lous peritonitis. 


Tate subject was chosen because 


Read at a meeting of the British Columbia Surgical 
Association, March 31, 1951. 
Submitted for publication June 10, 1952. 


Primary infection does occur and is 
more common in Great Britain than in 
America. Lockhart-Mummery reviewed 
100 cases of hyperplastic tuberculosis and 
noted that tuberculosis was present else- 
where in only 24 cases. This type is much 
more common in children; Blacklock re- 
ported that 59 per cent of his patients 
were under the age of 5 years. The organ- 
ism in these cases is almost invariably 
the bovine strain from infected milk or 
butter. It is thought that the milk or but- 
ter, together with the fatty capsule of the 
organism, protects it from the action of 
the gastric secretions. 

In the majority of cases the condition is 
due to the human strain of tubercle bacil- 
lus and is secondary to tuberculosis of 
the lungs, the bacilli being ingested with 
sputum. Here again the organism is pro- 
tected from the action of gastric secre- 
tions by its fatty capsule and by the ac- 
companying mucus of the sputum. The 
pulmonary lesion in these cases is usually 
of the advanced type, but cases have been 
reported in which it was healed or min- 
imal. 

The fact that intestinal tuberculosis 
usually occurs in the ileocecal region is 
in all probability due to the relative 
physiologic stasis in this area. This theory 
is supported by the fact that intestinal 
tuberculosis has been observed in other 
areas of stasis, e.g., in association with 
paraduodenal hernia, carcinoid of the 
ileum and carcinoma of the colon. Other 
factors which no doubt have a bearing 
on the localization in this area are the 
abundance of lymphoid tissue, the in- 
creased rate of absorption, and the degree 
of digestion, which permits freer contact 
of the bacilli with the intestinal mucosa. 

Two general types of pathologic lesions 
are described as occurring in intestinal 
tuberculosis, the ulcerative and the hyper- 
plastic type. Some tuberculous lesions 
have features characteristic of both of 
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these types and are classified as ulcero- 
hyperplastic. The type of lesion develop- 
ing from any tuberculous infection de- 
pends on many factors, notably the viru- 
lerce of the organism and the resistance 
of the host. 

The ulcerative type is by far the most 


common and occurs in patients who have : 


active pulmonary disease. This type is 
common in children and young adults, 
probably owing to the abundance of lym- 
pioid tissue in the earlier years of life, 
whereas in older persons this lymphoid 
tissue has undergone atrophy. The ulcer- 
ation is usually in the lower part of the 
small bowel, the beginning of the large 
bowel, or both. Archibald expressed the 
opinion that the process begins in the 
cecum and spreads both ways. 

The tuberculous process begins in the 
depths of the intestinal glands. From here 
the organisms are carried through the 
epithelium by the phagocytes to the sub- 
mucosa and into the lymphoid patches, 
where tubercles form. In young patients 
with well developed lymphoid patches and 
patent lymph vessels the process spreads 
in the long axis of the bowel, through all 
coats of the bowel and into the mesenteric 
lymph glands. In older patients with vary- 
ing degrees of atrophy of the lymphoid 
tissue and varying degrees of obstruc- 
tion of lymph vessels the process tends 
to encircle the bowel. Caseation occurs, 
the mucosa is shed and the tuberculous 
ulcer develops. The ulcer is ragged and 
irregular, often with undermined edges, 
and its base is covered with tubercles. 
All coats are involved, the muscular coat 
least; this is usually affected only by 
fibrosis. In the mesenteric nodes casea- 
tion may not occur. Mesenteric adenitis 
may exist without mucosal ulceration. 

As the process develops, adhesions form 
between loops of bowel or other abdomi- 
nal organs and the abdominal wall. Per- 
foration is rare but does occur, forming 
fistulas or abcesses between adherent 
loops of bowel or other organs, e.g., the 
bladder. Fistulas form frequently after 
operative procedures, e.g., appendectomy. 
Hemorrhage is not common, owing to the 
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accompanying endarteritis. Healing oc- 
curs with fibrosis, which may result in 
varying degrees of obstruction due to con- 
traction of scar tissue, or kinking from 
adhesions. Amyloid degeneration of the 
mucosa may occur, with resultant intract- 
able diarrhea. 

The hyperplastic type is a more chronic 
disease. It is usually encountered in per- 
sons from 20 to 40 years of agé, being 
rarely observed in patients under 10 or 
over 60. It is into this group that the 
so-called primary cases fall. If the pa- 
tient has a pulmonary lesion it is mini- 
mal, or healed. Production and repair 
predominate in this process; ulceration 
may be present but is not a marked fea- 
ture. The extensive fibrosis, thickening, 
and scarring produce the tumor-like for- 
mation that bears such a close resem- 
blance to carcinoma. The thickening in- 
volves all layers of the bowel and brings 
about narrowing of the lumen and the 
ileocecal valve, the mucosa being thrown 
into polypoid folds. The contraction 
shortens the cecum, changing the ileocecal 
angle from a right angle until the cecum 
and the ileum are nearly parallel. The ap- 
pendix becomes involved and adherent to 
the cecum and the adjacent bowel. 

Clinically there is no symptom complex 
that is characteristic of this disease. Any 
person who is known to have active pul- 
monary tuberculosis and complains of any 
symptoms referable to the gastrointestinal 
tract should be suspected of having intes- 
tinal tuberculosis until this condition has 
been proved to be absent. With patients 
who have a minimal or a healed lesion 
and patients with the hyperplastic type 
of disease the task is not so easy, be- 
cause in most cases there are vague symp- 
toms that have been present for a long 
time, usually years. Further, the disease 
is frequently more extensive than the 
symptoms would indicate. 

Pain is the most frequent complaint and 
varies in intensity and location from a 
vague sensation of distress in the right 
lower abdominal quadrant to colicky per- 
iumbilical pain of the type associated with 
obstruction. The pain bears little relation 
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to the time of eating or the type of food, 
although fruit stones have precipitated 
obstruction in. some cases. The pain is 
associated with varying degrees of dis- 
tention and is said to be relieved by ab- 
dominal pressure, by the passage of flatus 
or stools, or by vomiting. 

Constipation is usual in the older pa- 
tients and diarrhea in the younger. These 
symptoms may be intermittent or alter- 
nate. Tenesmus is rare unless the rectum 
is involved. Blood in the stool is uncom- 
mon. 

General symptoms are not much help 
in diagnosis; the appetite may or may not 
be disturbed, depending mainly on the 
patient’s general condition. Loss of weight 
is more common. 95 per cent of patients 
report the loss of 15 to 25 pounds (6.8 
to 11.3 Kg.) in one year. 

Hoon and his co-workers have set forth 
the following syndromes observed in cases 
of ileocecal tuberculosis: 

1. Pseudo-appendicitis; sudden onset 
of low abdominal pain in a person pre- 
viously well. 2. Carcinoma-like symptoms, 
e.g., mild obstruction symptoms and a 
mass in the abdomen in a middle-aged 
patient. 3. The obstructed bowel. 4. Re- 
current bouts of diarrhea in a patient with 
no evident pulmonary disease. 5. The 
formation of a fistula. 6. The “functional” 
complaints of the constitutionally inferior 
person. 

The physical data are often meagre, de- 
pending on the stage of disease. Emaci- 
ation is sometimes present; the temper- 
ature and the pulse rate are usually ele- 
vated slightly ; thoracic abnormalities may 
be present; the abdomen may present no 
abnormalities, but tenderness, thickening 
and a mass may be present singly or to- 
gether. 

Laboratory data are likewise not very 
helpful. Examination of the sputum will 
not necessarily give positive results. The 
blood picture may reveal slight hypo- 
chromic anemia, with a slightly elevated 
leukocyte count; the differential count may 
show an increase in monocytes. The sedi- 
mentation rate may be elevated, depend- 
ing on the degree of activity. 
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Examination of the stools may show 
tubercle bacilli, but unless the sputum is 
“negative” or absent this is of no signifi- 
cance. Occult blood is not common. 

Roentgen examination offers the great- 
est help in diagnosis, although it too may 
fail to reveal any significant change in 

ethe early stages. One sign known as the 
Stierlin defect, “spasm of an incompletely 
filled cecum, associated with a fixed, rigid, 
irregular and deformed ascending colon”, 
is worthy of note. 

Preoperatively the differential diag- 
nosis involves consideration of nearly 
every condition that occurs within the 
abdomen, but can usually be narrowed 
down to inflammatory conditions, intus- 
susception or neoplasm. Mucous colitis can 
usually be excluded on the basis of the 
absence of pulmonary tuberculosis, roent- 
gen observations and examination of the 
stools. In the presence of amebic dysentery 
examination of the stool will give positive 
results for amebae and proctoscopic ex- 
amination may reveal amebic ulcers. Non- 
tuberculous enterocolitis usually involves 
the distal portion of the colon. Subacute 

recurrent appendicitis can be ruled out 
on the basis of the patient’s history, the 
leukocyte Count, the stools, and roentgen 
studies of the chest and of the gastroin- 
testinal tract. With acute appendicitis 
there is a different history and a higher 
leukocyte count, and this condition reveals 
its true nature on observation. Spastic 
colitis responds to atropine and sedation. 
In the presence of malignant disease there 
is no fever and no pulmonary symptoms, 
and anemia is more marked. 

Three facts that must not be lost sight 
of are these: there is nothing to prevent 
any of the aforementioned diseases from 
developing in a patient with tuberculosis. 
Tuberculosis of the bowel cannot be ruled 
out because the results of thoracic exami- 
nation and roentgen studies are negative. 
The spastic filling observed in the roeni- 
genogram may also be present in cases of 
entrocolitis and malignant tumor. 

At operation the conditions to be co1'- 
sidered are regional enterocolitis (Crohn-” 
disease), noncaseous tuberculated enter«- 
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colitis, and carcinoma of the cecum. If the 
jleum is involved, the lesion is probably 
not carcinoma. If-tubercles are present 
on the serosa and there are adhesions to 
other structures, it is probably tubercu- 
losis, although tubercles do occur in non- 
c:seous tuberculated enterocolitis. Re- 
gional enterocolitis of long standing usu- 
ally presents evidence of skip areas, and 
t)e terminal portion of the ileum is de- 
scribed as “hoselike”. There are cases in 
which it is impossible to make a diagnosis 
even at operation, and when carcinoma is 
suspected the patient should be treated ac- 
cordingly. The possibility of coexistence 
of the two lesions must not be forgotten. 
Even the pathologists have difficulty in 
differentiating tuberculosis, noncaseous 
tuberculated enterocolitis and regional en- 
terocolitis. 

Prophylaxis against this condition is an 
important part of the treatment of the 
tuberculous patient. Every such patient 
should be trained to expectorate the 
sputum, not swallow it. Overfeeding and 
constipation produce stasis, which is a 
recognized factor in the causation of in- 
testinal tuberculosis. Careful public health 
supervision of the milk supply will pre- 
vent the bovine type in almost all cases. 
In all cases in which the diagnosis is 
doubtful, the patient should be treated 
as if the diagnosis had been established. 

Medical treatment is the treatment of 
choice when the condition is diagnosed 
preoperatively or when the acute condi- 
tion is diagnosed at operation. A point 
to be remembered is that removal of the 
appendix may easily result in a fecal 
fistula or in aggravation of the disease. 
Treatment includes sanitorium care with 
a well ordered regime and plenty of rest, 
both physical and mental. The diet should 
be of the low residue type, care being 
taken not to overfeed but merely to main- 
tain the basic caloric requirement, sup- 
plemented by plenty of fluids and ade- 
quate vitamin intake, particularly of 
Vitamins C and D. 

Heliotherapy has been found valuable 
in bringing about a regression of symp- 
toms. This is believed to be due to mobil- 


205 


RANKINE: ILEOCECAL TUBERCULOSIS 


ization of the calcium in the blood with 
resorption of the exudate in the zone of 
the disease. 

Roentgen ray therapy has been of value 
in some instances but has not been widely 
used. 

Pneumoperitoneum has been employed. 
Its value has not been definitely estab- 
lished, but it does bring about a subsid- 
ence of pain. 

Tuberculin has also been employed, but 
there have been no notable results. 

In the way of drugs the most useful 
is streptomycin, which in doses of 1 to 
2 Gm. daily for sixty to one hundred and 
twenty days has had its greatest success 
in the treatment of tuberculosis; today it 
is usually combined with para-amino 
salicylic acid. Calcium gluconate, bella- 
donna and the kaolin compounds are also 
of value when indicated, particularly in 
the treatment of diarrhea. 

Surgical intervention should be _ re- 
served for the complications of this dis- 
ease except in cases of hyperplastic and 
selected cases of ulcerohyperplastic tuber- 
culosis, and even then should be resorted 
to only when the disease has become quies- 
cent after adequate medical treatment. 
The cardinal rule of surgical therapy for 
tuberculosis, “Operate only when the dis- 
ease is arrested or quiescent”, is as true 
of tuberculosis in this area as in any 
other. It is a well known fact that oper- 
ation on one tuberculous focus will often 
bring about an exacerbation of the dis- 
ease in another focus; therefore, every ef- 
fort should be made to arrest one lesion 
before the other is operated on. 

The surgical procedure chosen will de- 
pend upon the patient’s general condition 
and the indication for operation. Modern 
preoperative care and the use of strepto- 
mycin have been of great value in mak- 
ing operation safer and available to a 
greater number of patients. Resection of 
the lesion when possible is the treatment 
of choice, but this is not always possible. 
When it is not, one must be content with 
an anastomosis. This should be made be- 
tween two loops of healthy bowel; other- 
wise the danger of a breakdown of the 
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suture line is great. Ileostomy should be 
reserved for extensive disease, bowel ob- 
struction or -profound irritative symp- 
toms. In those “early cases” in which a 
patient is operated on with a preoperative 
diagnosis of acute appendicitis the appen- 
dix should not be removed, because of the 
danger of fistula formation or aggrava- 
tion of the tuberculosis. The postoperative 
regime should consist of the medical care 
previously outlined, with frequent follow- 
up examinations over a period of many 
years. 

In Hippocrates’ time it was_ said, 
“Phthisical persons die if diarrhea sets 
in’. Stokes in 1884 said, “I never heard 
of a recovery after diarrhea occurred”. 
These pessimistic views are not held to- 
day, owing in the main to earlier diag- 
nosis, better medical management, the 
availability of streptomycin, and safer, 
saner surgical practice. Pathologists have 
demonstrated that in almost every case 
there is an attempt at healing, so that, 
given the advantages of modern diagnosis 
and treatment, a large percentage of the 
patients obtain a favorable result. 


REPORT OF CASES 


CASE 1.—J.M.C., a 45-year-old salesman, 
came into the office on Oct. 15, 1949, com- 
plaining of attacks of pain in the stomach 
and vomiting during the past six months. 
The family history was irrelevant except that 
the patient’s father had died at 59 of carci- 
noma of the stomach. The patient had had 
searlet fever at the age of 5 years, compli- 
cated by infection, heart trouble and foot 
drop; jaundice (epidemic) at the age of 18, 
and compound fracture of the left ankle at 
the age of 22. 

The patient described the attacks as usually 
coming on in the evening or during the night. 
They were initiated by the belching of gas, 
after which there were “cramps” below the 
navel. The pain did not radiate, and there 
was no pain in the back. The cramps gradu- 
ally increased to the point at which vomiting 
occurred. This relieved the patient, who the 
next morning would “feel fine.” There was 
no apparent relation to the time of eating or 
the type of food. The bowels moved regularly 
without laxatives; there was no diarrhea. 
Hemorrhoids were present, which sometimes 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1952 


became sore and bled. The patient had fo,- 
merly been a heavy drinker, but in the pa-t 
five years had not had a drink. 

General systemic investigation revealed }\o 
abnormality except occasional attacks of p::|- 
pitation during. rest. There was nocturia 
(once a night for years). The patient ai- 
mitted that he was nervous at his job, bit 
said he slept well. His weight had increased 
5 pounds (2.38 Kg.) in the past year. He had 
infrequent respiratory infections, but no 
cough. He was a light smoker. 

Examination revealed the patient to be 
thin and apparently healthy, but nervous. 
Examination of the head and neck revealed 
complete dentures. The chest was normal, as 
was the heart. The abdomen was of the flat 
type, with no scars, and moved freely on 
respiration. A small midline epigastric hernia 
was observed above the umbilicus. No tender- 
ness, spasm or masses could be observed. The 
genitalia were normal. Hemorrhoids, grade 
III, were present. Sigmoidoscopic examina- 
tion gave negative results. There was a bony 
projection at the left medial malleolus, with 
limitation of dorsiflexion. The urine was nor- 
mal. 

A tentative diagnosis of intermittent pyloric 
obstruction, probably due to prolapsing gastric 
mucosa, was made. A gastrointestinal series 
was done on October 18 and was reported as 
showing intense gastritis of the fundus and 
cardia, marked by hypertrophy of the gastric 
rugae; the meal was in the descending colon 
in six hours, and nearly all of it passed in 
twenty-four hours. A roentgenogram of the 
chest showed old, apparently healed right 
apical disease. On the basis of this report, 
which seemed to support the original diag- 
nosis, antispasmodics and a bland diet were 
administered. 

On December 17 the patient reported that 
he was still having the attacks, which were 
more frequent now. He was admitted to 
Kelowna General Hospital and given a strict 
ulcer diet. Phenobarbital and belladonna were 
administered. The gastrointestinal series w:s 
repeated on December 20 and revealed what 
was believed to be a slight improvement in 
the gastritis. The patient had no attacks in 
the hospital and was discharged on December 
28 to continue his treatment at home. 

The attacks recurred on the first night »t 
home. A functional origin was suspected, bit 
in order to rule out organic disease the patient 
was readmitted on Jan. 9, 1950. A cholecysto- 
gram and an intravenous pyleogram wee 
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taken and were reported as showing no ab- 
normality, with a notation to the effect that 
the patient seemed to have a high cecum and 
4 short ascending colon, with overlapping by 
the proximal transverse colon. He was kept 
in the hospital on the former regime until 
February 4, during which time he had two 
mild attacks. On one occasion during his stay 
in the hospital the presence of a mass in the 
right lower abdominal quadrant was _ sus- 
pected, but after an enema it could no longer 
ve felt. The patient gained 5 pounds (2.3 Kg.) 
in weight during this stay. 

He was followed in the office at weekly 
intervals until February 20, when he came 
in stating that he had been awakened during 
the night with pain in the right lower ab- 
dominal quadrant, so he got up, voided and 
returned to bed. He could not go back to 
sleep because of the pain. There was no 
nausea, no cramping and no gas. Examination 
revealed moderate distention of the abdomen, 
well localized tenderness and a firm, slightly 
tender mass in the right lower quadrant. The 
urine was normal and the leukocyte count 
14,750 per cubic millimeter of blood. A pre- 
operative diagnosis of acute appendicitis or 
small bowel tumor was made, and a laparoto- 
my was performed. 

At operation the cecum, the appendix and 
the terminal portion of the ileum were in- 
volved in a mass to which the omentum and 
the middle part of the transverse colon were 
adherent. The mesenteric nodes were en- 
larged. A diagnosis of carcinoma of the 
cecum was made, and a right hemicolectomy 
was performed, with an end-to-side ileocolos- 
tomy. The patient made an uneventful re- 
covery. 

Dr. H. H. Pitts’ pathologic report was as 
follows: 

“Gross: The specimen consists of 8 cm. of 
ileum and 10 cm. of cecum, including the 
ileocecal valve and the appendix. Opening into 
the ileum and along the lumen of the bowel 
into the cecum there is an obstruction and 
constriction around the ileocecal valve down 
to approximately 0.5 cm. or less. The wall 
of the bowel in this region is very firm. The 
appendix comes off the lower portion of the 
cecum, doubled back on itself, and lies at- 
tached to the cecal wall. The serosal surface 
of the distal one-third of the appendix is 
somewhat necrotic and has been hemorrhaging 
subserosally. Immediately distal to the ileo- 
cecel valve there is an area of ulceration 1 cm. 
in diameter, with surrounding edema of the 
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mucous membrane. Sections through this 
area of ulceration show a marked degree of 
reactive fibrosis, which apparently has been 
causing constriction. Sections through the 
appendix show a progressively increasing 
amount of fibrosis to the distal one-third, 
which is almost occluded. The appendix is 
2 cm. in diameter, but the lumen would barely 
permit a probe to go through in the dista! 
portion. The proximal portion of the appendix 
is ballooned up to 2.5 to 2 cm. in diameter, 
the wall being thinned, the mucosa apparently 
somewhat necrotic. This appears to be an in- 
fiammatory condition, probably originating in 
the cecum, which has extended backward to 
the appendix and produced stenosing appen- 
dicitis. 

“Microscopic: A number of sections were 
taken through various portions of the ulcer- 
ated area in the cecum, and they show a 
diffuse granulomatous-appearing infiltration 
with many circumscribed tubercle-like forma- 
tions consisting of many giant and epitheloid 
cells extending into the muscularis from the 
submucosa and even into the subserosa. There 
is extensive ulcerative loss of the mucosa, 
and well marked edematous fibrosis is present 
throughout the various coats of the intestinal 
wall. Sections through the appendix show 
a similar process. In none of these tubercle- 
like formations is any definite caseation noted, 
and this may be somewhat more suggestive 
of so-called Crohn’s disease or regional enter- 
itis, but the fact that it is in the appendix 
and also generally in the cecum would be 
somewhat more in favor of a _ tuberculosis 
process, and I feel that the latter diagnosis 
is more probably the correct one. 

“Diagnosis: Tuberculous appendicitis and 
typhlitis.” 

Since his discharge from the hospital the 
patient has been seen once a month and has 
maintained his health and weight. 

CASE 2.—J.O., aged 19, was admitted to 
another hospital on July 12, 1948, complaining 
of not feeling well and of pain in the right 
side of one week’s duration. Elsewhere he had 
consulted a doctor who made a diagnosis of 
appendicitis, told him it was not bad, and 
advised him to take a week off from work. 
The pain did not subside, so the patient re- 
turned to his home and consulted his family 
doctor, who had him admitted to the hospital. 

Examination revealed definite and well local- 
ized tenderness over the appendical area, and 
tenderness on the right side on rectal exam- 
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The temperature was 99 F.; the leukocyte 
count was 13,800 per cubic millimeter of 
blood. The urine contained no sugar, albumin 
or microscopic sediment. 

A diagnosis of acute appendicitis was made, 
and laparotomy was performed. The operative 
note was as follows: 

“Moderately inflamed appendix bound down 
by adhesions. The last 5 or 6 inches of ileum, 
the area of the cecum and the base of the 
appendix are dusky and markedly indurated. 
No obstruction. Unable to invert appendix 
stump.” 

The postoperative course was apparently 
uneventful until July 16, when the abdomen 
became distended and vomiting of a fecal 
type occurred. The patient was treated with 
intravenous feeding, blood transfusion and 
Miller-Abbott suction. On July 22 he had 
apparently recovered; his bowels were mov- 
ing, so the Miller-Abbott tube was removed. 
On July 25 crampy abdominal pains returned, 
with signs of incomplete obstruction. 

On August 6 the patient was seen in con- 
sultation. At that time he presented the pic- 
ture of obstruction of the small bowel. This 
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was confirmed by a flat plate of the abdomen. 


A decision was made to operate, with a diag- 
nosis of small bowel obstruction due to post- 
operative adhesions or regional ileitis. 

The abdomen was opened through a right 
rectus incision, the rectus muscle being re- 
tracted medially. There was a moderate 
amount of brownish clear fluid in the ab- 
domen; the bowel was not markedly distended, 
owing to the presence of the Miller-Abbott 
tube. The small bowel was picked up at the 
ligament of Treitz and followed distally for 
15 or 20 feet, when it became involved in a 
mass of adhesions and granulation tissue in 
the cecal area. The peritoneum in this area 
was studded with small tubercles. A diagnosis 
of iliocecal tuberculosis was made. A side- 
to-side ileotransverse colostomy was _per- 
formed, apparently healthy bowel being used. 
The mesenteric glands were enlarged, and one 
was removed for study, together with some 
caseous material. The abdomen was closed in 
layers without drainage. 

Convalescence was uneventful. The Miller- 
Abbott tube was removed on August 10. On 
August 13 a a wound separation developed, 
to about one-third of the extent of the wound. 
This was closed with through-and-through silk 
sutures. Thereafter the patient convalesced 
normally. He was discharged on August 30. 

The biopsy report on the node was as 
follows: 
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“Sections through the lymph node show 
good preservation of lymphadenoid structure, 
the follicles being well defined throughout. 
There is some slight degree of hilar fibrosis, 
and some edema is present, but there is no 
suggestion of any. specific inflammatory proc- 
ess or of any malignant disease.” 

Smears, cultures and animal inoculation 
of the caseous material were reported as giv- 
ing negative results for M. tuberculosis. 

After discharge from the hospital the pa- 
tient was treated with streptomycin for about 
three months. He has been admitted on two 
additional occasions for partial intestinal ob- 
struction, which cleared up with enemas. He 
has had no trouble in the past eighteen 
months; his bowels move regularly; he has 
gained weight and returned to his work in a 
logging camp. Roentgenograms of the chest 
taken on Feb. 2, 1949, and Feb. 5, 1950, have 
been reported as revealing no abnormality. 


SUMMARY 


Tuberculosis of the ileocecal region is 
discussed from the points of view of 
etiology, pathology, clinical features, diag- 
nosis and treatment. 

Two cases are presented. Unfortunately 
the diagnosis in the second case was not 
proved pathologically, but the operative 
observations and the clinical course are 
in keeping with a diagnosis of ileocecal 
tuberculosis. 

SUMARIO 


A tuberculose da regiao ileocoecal é di- 
scutida sob o ponto de vista da etiologia, 
patologia, quadro clinico, diagnostico e 
tratamento. Dois casos sao apresentados. 

Infortunadamente o diagnostico no se- 
gundo caso nao foi provado anatomopato- 
logicamente, mas as observacdées operato- 
rias e a marcha clinica falam fortemente 
a favér do diagnostico da tuberculose ileo- 
coecal. 

ZUSAM MENFASSUNG 


Die Ileozoekal tuberkulose wird vom 
Standpunkt der Aetiologie, der Pathologie, 
der Klinik, der Diagnose, und der Behand- 
lungeroertert. Zwei Krankheitsberichte 
liegen vor. Im zweiten Falle konnte die 
Diagnose leider nicht pathologisch be- 
staetigt werden, aber der Operations- 
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befund und der klinische Verlauf stehen 
im Einklang mit der Diagnose einer Ileo- 
zoekal tuberkulose. 
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Announcement 


International Section of Occupational Surgery 


The Executive Council of the United States Chapter and the Board of Trustees 
of an International Section of Occupational Surgery, the aims of which are (a) ele- 
of the International College of Surgeons have unanimously approved the formation 
vation of standards for the practice of occupational surgery, (b) conservation of the 
health of the worker after occupational injury, (c) official recognition of this spe- 
cialty, (d) stimulation of interest in this field by students and members of the pro- 
fession, and (e) cooperation in the establishment of facilities for graduate educa- 
tion in occupational surgery by means of residencies in hospitals affiliated with 


medical schools, or their equivalents. 


For further details, address Dr. Arnold S. Jackson, Secretary, United States 


Chapter, International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, 


THinois. 


an 
‘ 
& 


Phthalyl Sulfathiazole in the Treatment of 


‘Experimental Peritonitis in Rats 


JOHN GRIEVE, M.B., Ch.B., F.R.S.C.B., F.1.C.S, (Edin.) 


WITH THE TECHNICAL ASSISTANCE OF 
D. F. ALLAN 


EDINBURGH 


able they have been used within the 

peritoneal cavity of the man in the 
presence of serious infections, but these 
experiments have not been very satisfac- 
tory. Some sulfonamide solutions are irri- 
tating to the peritoneum; others, in pow- 
der form, have resulted in greater forma- 
tion of adhesions than would be expected 
from infection alone, and yet others, be- 
cause of their ready solubility, have been 
rapidly absorbed and have failed to check 
intraperitoneal bacterial growth. In 1944 
Poth and Ross described the use of phtha- 
lyl sulfathiazole and showed that this drug 
given by mouth had marked bacteriostatic 
activity in the intestine and in appropri- 
ate dosage reduced the Escherichia coli 
count to a low level. This work by Poth and 
Ross led me to think that this compound 
might control acute peritoneal infection, 
particularly in cases of gangrenous appen- 
dicitis or perforation of the colon, but that 
its low solubility might be expected to lead 
to excessive adhesion formation. In 1946 
Young and Cole observed that massive 
doses given intraperitoneally to dogs were 
lethal but that there was considerable ab- 
sorption into the blood stream. They also 
reported 2 cases of established peritonitis 
in man treated by local use of phthalyl 
sulfathiazole, but it is difficult to estimate 
the part played by the drug in the re- 
covery of the patients. This work sug- 
gested the necessity of determining the 
solubility of phthalyl sulfathiazole under 
varying conditions, the blood level after 
peritoneal implantation and the role of the 


Sine the sulfonamides became avail- 


From the Department of Surgery, University of St. 


Andrews. 
Submitted for publication May 20, 1952. 


agent in the control of peritoneal infection. 

Solubility. — Phthalyl sulfathiazole is 
soluble to some extent in mildly alkaline 
solutions. Excess of each of three samples 
of phthalyl sulfathiazole sterilized by 
heating at 140 C. for four hours was added 
to three separate 10-milliliter volumes of 
3 per cent sodium bicarbonate and solu- 
tion allowed to take place. Unsterilized 
phthalyl sulfathiazole in a second group 
and phthalyl sulfathiazole heated to 160 
to 200 C. for four hours in a third group 
were added to further 10-milliliter volumes 
of 3 per cent sodium bicarbonate and the 
excess solute in each case removed by fil- 
tration. Hydrochloric acid (0.5N) was 
added until the solution was just acid to 
congo red and the phthalyl sulfathiazole 
was precipitated. The precipitate was re- 
moved by a dried weighed filter paper, 
given a preliminary drying at room tem- 
perature and dried to constant weight in 
a vacuum. 

Bacteriostatic Activity—One and five- 
tenths Gm. of unheated phthalyl sulfa- 
thiazole was dissolved in 60 ml. of 3 per 
cent sodium bicarbonate, and 800 ml. of 
distilled water was added. The pH of the 
solution was then adjusted to 7.1 with 
0.5N hydrochloric acid and the volume 
made up to 1 litre with distilled water. 
Because of the diminished solubility of the 
sterilized powder, 1.5 Gm. was dissolved 
in 120 ml. of 3 per cent bicarbonate and 
the volume brought up to 1 litre in the 
same way. 

Both solutions were sterilized by Seity 
filtration, and serial dilutions were made 
in broth to give solute concentrations oi 
1:1,500, 1:2,000, 1:3,000, 1:4,000, 1:5,000. 
1:6,000, 1:7,000 and 1:8,000. A standarc 
loopful of an eighteen-hour culture of E. 
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TABLE 1.—Solubility of Phthalyl Sulfathiazole under Different Conditions 


| 


Material 


Number of 
Observations 


Mean Quantity 


Solvent Dissolved, Gm. 


Un heated phthalyl sulfathiazole 


10 ml. 3% bicarbonate 2 


Ph ualyl sulfathiazole heated for 4 hours at 


| 
Phrhalyl sulfathiazole heated for 4 hours at 140 C..| 10 ml. 3% bicarbonate vi | 


130-200 C 10 ml. 3% bicarbonate 


Ba teriostatic Activity of Phthalyl Sulfathiazole Heated to 140 C. for 4 Hours with Escherichia Coli 
as Test Organism 


Dilute of phthalyl sulfathiazole 


Growth* 


1:1500 
1:2000 
1:3000 
1:4000 


1:5000 
0.3 ml Escherichia coli + 100 mg phthaly] sulfathiazole 


++++ | | 
+++/ | 


*Indicated by plus sign. 


The Effect of Intraperitoneal Phthalyl Sulfathiazole in a Control Series in Which the Abdomen was 
Opened but No Drugs or Organisms Were Inserted (Total Number of Rats, 22) 


Killed at week 


Number of Rats 


Adhesions 


1 
2% 
3 


Nil 
2 omental adhesions to scar 
Nil 
Nil 
Nil 
Nil 


coli was added to each tube containing 5 
ml. of broth solution of the drug. The 
tubes were incubated for eighteen hours at 
37 C. In a further experiment 0.3 ml. of 
an eighteen-hour culture of E. coli was 
added to each of three tubes containing 
5 ml. of broth. In addition, 100 mg. of 
sterilized phthalyl sulfathiazole was added 
to 2 of these tubes. All three were incu- 
bated for eighteen hours at 37 C. 

Effect of Intraperitoneal Phthalyl Sulfa- 
thiazole—1. Control Series: Twenty-two 
brown rats of both sexes and weighing 
275 to 475 Gm. each were used. Each rat 
was anesthetized with subcutaneous pento- 
barbitone soluble in a dose of 4 mg. per 


hundred grams of body weight, and the 
abdominal skin was shaved and cleaned 
with 1 per cent C. T. A. B. A laparotomy 
with no touch technic was done and the 
abdomen closed in layers with fine stain- 
less steel wire sutures. 

2. Experimental Series in Which Ster- 
ilization Temperature Was 160 to 200 C.: 

Twenty-five brown rats of both sexes 
and of weights ranging from 220 to 410 
Gm. were used. A quantity of phthalyl 
sulfathiazole for each rat equivalent to 
5 Gm. for a human being weighing 65 to 
70 Kg. was placed in a small test tube and 
sterilized at 160 to 200 C. for four hours. 
This material was shaken into the peri- 


| | 
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toneal cavity of the rat through the same 
type of laparotomy incision as was made 


in the controls. 


3. Experimental Series in Which Ster- 
ilization Temperature Was Exactly 140 C.: 
In 43 albino rats of both sexes and of 
weights ranging from 126 to 350 Gm. the 
abdomen was opened, and 100 mg. of 
phthaly] sulfathiazole sterilized at exactly 
140 C. for four hours was placed in the 
peritoneal cavity of each. Pentobarbitone 
soluble was given intravenously in these 


cases. 


Rats in the three groups were killed 
at intervals varying from a few days to 
The abdomen was opened 
by a single flap, which permitted inspec- 
tion of any adhesions in an undisturbed 
state and showed the presence of any un- 


three months. 


absorbed phthalyl sulfathiazole. 


Blood Level of Phthalyl Sulfathiazole 
After Peritoneal Implantation. — Blood 
samples were taken from the tails of 29 
albino rats at intervals of two to forty- 
eight hours after 100 mg. of phthaly! sul- 
fathiazole had been placed in the peri- 
toneal cavity. The amount of drug present 
in each sample was estimated by the meth- 
od of Bratton and Marshall (1939), modi- 


TABLE 2.—Results in Experimental Series in Which the Abdomen Was Opened and Phthalyl 
Sulfathiazole Sterilized at 160 to 200 C. Was Dusted In (Total Number of Rats, 25) 


AUGUST, 19°: 


fied to use 0.2 ml. instead of 2 ml. of blood. 

Effect of Phthalyl Sulfathiazole 0, 
Escherichia Coli Infection of the Periton. - 
um.—From 0.1 to 2 ml. of an eighteen- 
hour culture of E. coli was placed in the 
peritoneal cavity and a dose found that 
would cause the death of at least 90 per 
cent of the animals to which it was ac- 
ministered. The injections were given to 
35 male and female rats weighing 120 to 
350 Gm. 

In a further group of 17 albino rats of 
both sexes and weights ranging from 120 
to 300 Gm., 0.3 ml. of an eighteen-hour 
culture of E. coli and 100 mg. of sterile 
phthalyl sulfathiazole were placed in the 
peritoneal cavity. 

Results.—The results are presented in 
the form of tables. 

If the x? test is applied to data observed 
in the group treated with 0.3 ml. of E. coli 
and in the group with 0.3 ml. of E. coli plus 
100 mg. of phthalyl sulfathiazole, x? — 
0.893, which gives P > 0.3. The greater 
mortality amongst the rats in which 0.3 
ml. of E. coli and 100 mg. of phthaly] sul- 
fathiazole were placed in the peritoneal 
cavity is not more than might well occur 
by chance. When the same test is applied 


Killed at Week 


Number 


Drug Present at Postmortem 


Adhesions 


% 


TABLE, 3.—Experimental Series in Which the Abdomen Was Opened and Phthalyl Sulfathiazc'e 
Sterilized at 140 C. Was Shaken in ; 


Number of Died within Died after Chemical 
Rats 24 Hours 24 Hours Adhesions Peritonitis 
43 5 died without recovering 0 0 


from anesthetic 
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TABLE 4.—Effect of Phthalyl Sulfathiazole Sterilized at 140 C. on E. Coli Infection of the Peritoneum 


Died within 


Material Inserted 
24 Hours 


Number 
Intraperitoneally 


o! Rats 


Killed and Examined at 
Intervals of 5 Days to 
3 Months 


Died after 
24 Hours 


0.3 ml. E. coli 20/28 


loop of intestine 


2 showed congestion of 


1/28 7/28 
(16 ~ after the opera- | (3 showed fine adhesions) 
tion 


0.3 ml. E. coli 

+ 100 mg. phthalyl i 
sulfathiazole short loop of in- 

testine 


7 showed commencing 


intestine 


2 showed congestion of a 


gangrene of a loop of 


1/17 1/17 
(2 days after the opera- Killed on 10th ~postopera- 
tion) tive day; no evidence o 
adhesions, drug or dam- 
age to intestine 


| 
| 


to the incidence of gangrenous intestine 
in the 2 groups 2? = 10.698, which gives 
P < 0.01. The greater incidence of gan- 
grenous intestine in the group given 0.3 
ml. of E. coli along with 100 mg. of 
phthalyl sulfathiazole is thus unlikely to 
be due to chance. 


COMMENT 


In the work reported by Young and 
Cole in 1946 no side effects were observed 
from the presence of phthalyl sulfathia- 
zole in the peritoneal cavity of the dog or 
of man, and these authors did not com- 
ment on the unexpected observation (con- 
firmed by the present work) that a con- 
siderable quantity of sulfathiazole or a 
sulfathiazole compound is present in the 
blood stream soon after implantation. The 
mechanism of the rapid absorption is not 
yet clear, but it may be that the phthalyl 
sulfathiazole is hydrolyzed in the peri- 
toneal cavity. There is, however, no evi- 
dence to the naked eye of peritoneal re- 
action, and the absence of peritoneal reac- 
tion does not accord with experiments in 
which sulfathiazole itself has been placed 
in the peritoneal cavity. On the other 
hand, phthalyl sulfathiazole may be more 
soluble in vivo than in vitro. As yet there 
is insufficient evidence to decide whether 
either of these is the correct explanation. 

In the experiments in which 100 mg. of 
phthaly] sulfathiazole and 0.3 ml. of E. 
coli were put in the peritoneal cavity a 
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relatively greater number of animals died 
than when E. coli was given alone. There 
was a mortality rate of 88.2 per cent as 
compared with 71.5 per cent, but the 2? 
test shows that the difference may well 
be due to chance (P = > 0.8). 

Similarly, the incidence of gangrene of 
a loop of intestine in the group treated 
with both E. coli and phthalyl sulfathia- 
zole is much higher than in the group 
treated with E. coli alone. The x? test 
shows that this difference is greater than 
can be ascribed to chance (P = < 0.01). 
The distribution of the gangrene and the 
presence of clot in the blood vessels of the 
affected loop suggest that the cause is 
either thrombosis or embolism. The vas- 
cular blockage may be due to a high sulfa- 
thiazole concentration in the blood of the 
loop or to crystalline deposit similar to 
that occuring in the renal tubules. 

Although a temperature of 140 C. for 
four hours reduces the solubility of 
phthaly] sulfathiazole, it has no appreci- 
able effect on its antibacterial properties. 

This work shows that sterilization of 
phthalyl sulfathiazole by heating at 140 C. 
for four hours does not harm its anti- 
bacterial power, but the significantly 
greater incidence of gangrene of a loop of 
intestine when E. coli peritonitis is treat- 
ed locally by phthalyl sulfathiazole makes 
it clear that in rats, at least, this a danger- 
ous form of therapy. Until more informa- 
tion is available it would be unwise to use 
this drug locally for peritonitis in man. 
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SUM MARY 


Exposure to.a temperature of 140 C. for 
four hours reduces the solubility of phthal- 
yl sulfathiazole to half but does not af- 
fect its antibacterial properties. The drug 
previously heated in this way is rapidly 
absorbed from the peritoneal cavity of the 
rat and appears in the blood in consider- 
able amount within two hours. In animals 
with peritonitis due to Escherichia coli 
peritonitis the mortality rate was lower 
than in a similar group of animals in 
which the same condition was treated by 
phthalyl sulfathiazole administered intra- 
peritoneally. In the latter group there was 
a significantly greater incidence of gan- 
grene of a loop of intestine in those dying 
than in the group in which the peritonitis 
was untreated. 

Author’s Note: One of us (J. G.) is in- 
debted to the Carnegie Trust for financial 
assistance for part of this work, to Pro- 


men, 
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fessor R. C. Alexander for encouragement, 
to Professor R. C. Garry and Professor 
G. H. Bell for facilities and advice in the 
earlier stage of the work, and to Miss 
A. J. Ritchie, formerly theatre siste;, 
Royal Infirmary, Dundee, for help with 
sutures, drums, towels, etc. 


SUMARIO 


A exposicao a uma temperatura de 140 
C. durante quatro horas reduz a solubili- 
dade do phtalylsulphatiazol a metade mas 
nao aféta suas propriedades antibacteri- 
cidas. A droga previamente aquecida 
deste modo é rapidamente absorvida da 
cavidade peritoneal do rato e aparece no 
aangue em consideravel quantidade dentro 
de 2 horas. Em animais com peritonite 
devida ao Escherichia coli peritonitis a 
taxa de mortalidade foi menor do que em 
grupo similar de animais nos quais a 
mesma condicao foi tratada pelo phthaly! 


2 


TIME IN HOURS 


Curve showing the level of sulfathiazole compound in the blood stream at different times after pe i- 
toneal implantation of phthaly] sulfathiazole. 
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sulfatiazol administrado intraperiotnial- 
mente. No ultimo grupo houve uma inci- 
dencia de gangrena_ significativamente 
maior de alca de intestino maqueles que 
morrenam do que no grupo em que a peri- 
tonite nad foi tratada. 


RESUMEN 


La exposicién a una temperatura de 
140 C. por cuatro horas reduce a la mitad 
li solubilidad del ftalilsulfatiazol, pero no 
altera sus propiedades antibacterianas. 
La droga calentada previamente de este 
niodo se absorbe rapidamente de la cavi- 
dad peritoneal de la rata y aparece en la 
sangre en contidad considerable en dos 
horas. En animales con peritonitis por 
escherichia coli fué mas bajo el indice de 
mortalidad que en un grupo similar de 
animales en que fué tratado el estado 
patolégico con ftalilsulfatiazol intraperio- 
toneal. En este grupo hubo una incidencia 
significativamente mayor de gangrena de 
un asa del intestino delgado en los falleci- 
dos, que en el grupo en que la peritonitis 
no fué tratada. 


ZUSAM MENFASSUNG 


Wenn Phthalylsulphathiazol vier Stun- 
den lang einer Temperatur von 140 Grad 
Celsius ausgesetzt wird, sinkt die Loeslich- 
keit der substanz auf die Haelfte herab, 
ohne dass aber ihre antibakteriellen Ei- 
genschaften beeintraechtigt werden. Das 
so vorgeheizte Mittel wird von der Bauch- 
hoehle der Ratte aeusserst rasch absorbi- 
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ert und erscheint innerhalb von zwei Stun- 
den in erheblichen Mengen im Blut. Bei 
Tieren mit E. coli-Peritonitis war die 
Sterblichkeitsziffer niedriger als bei einer 
Vergleichsgruppe von Tieren, die wegen 
der gleichen Erkrankung mit intraperito- 
neal verabfolgtem Phthalylsulphathiazol 
behandelt wurden. Unter den letzteren 
wurde das Auftreten von Darmschlingen- 
gangraen beim sterbenden Tier erheblich 
haeufiger beobachtet als bei der Gruppe, 
wo die Peritonitis unbehandelt blieb. 


RESUME 


Le phthalyl sulfathiazole ne perd pas 
de sa valeur antibactérielle méme soumis 
a une température de 140% pendant 4 
heures; cependant il perd de sa solubilité 
de moitié. Le produit ainsi chauffé est 
rapidement absorbé par la cavité périto- 
néale du rat et apparait dans le sang en 
dedans de deux heures. 

Des animaux présentant une péritonite 
a colibacille ont une mortalité plus basse 
que ceux qui souffrant de la méme condi- 
tion sont traités par le phthalyl sulfathi- 
azole administré par voie intra-périto- 
néale. D’ailleurs le dernier groupe pré- 
sente plus de gangréne des anses intesti- 
nales que ceux qui mourraient sans trai- 
tement. 
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Intestinal Obstruction Due to Gallstone 


Impaction 


G. N. THOMAS, M.D., F.I.C.S., A. G. BOREADIS, M.D., ann A. SHAPIRO, M.D. 
VINELAND, NEW JERSEY 


a case of acute gallstone ileus and 

to emphasize the significance of a 
correct operative diagnosis. Successful 
surgical end results depend upon this. In 
our case the diagnosis was established 
roentgenographically before surgical 
measures were taken, and a_ successful 
operation was performed. According to 
Rigler,' it is indeed surprising to find that 
only 24 cases have been reported in the 
literature (up to the year 1941) in which 
the preoperative diagnosis was made 
roentgenographically. 

The incidence of acute intestinal ob- 
struction due to gallstone impaction is 
disputed among the various authors. Mc- 
Laughlin and Raines,? in their recent 
study, made a thorough analysis of 19,692 
cases of intestinal obstruction, reported 
previously by fourteen authors. They 
noted 366 cases of gallstone obstruction, 
an incidence of 1.9 per cent. They also 
stated that when larger gallstones are 
present the incidence may be higher (1.5 
to 3 per cent). Even though the incidence 
of gallstone ileus is relatively low, the 
mortality rate of 50 to 60 per cent* is the 
highest associated with the main types of 
acute intestinal obstruction. 

As cholelithiasis is commoner in fe- 
male than in male patients, the possibility 
of impacted gallstones should be consid- 
ered among the causes of obstruction, espe- 
cially in women over the age of 40. Foss 
and Summers? published a study of 150 
cases in- which 130 patients were female 
and 20 male, a ratio of 6.5 to 1, which 
closely corresponds to the relative inci- 
dence of cholelithiasis in the two sexes. 


r ‘HE purpose of this paper is to report 


From the Departments of Radiology and Surgery, New- 


comb Hospital, Vineland. 
Submitted for publication June 3, 1952. 


Our patient was a woman 68 years of age. 
Hinchey* reported an average age of 66 
years in his series, and Rigler! stated that 
75 per cent of his patients were women 
over the age of 60. Throughout the 
literature there is only 1 case of gallstone 
ileus in a young woman (25 years of 
age) ; this case was reported by Wangen- 
steen® in 1942. 

The calculi may form in the biliary tree, 
but mainly they occur in the gallbladder. 
In brief, the pathogenic source is an acute- 
ly inflamed and ulcerated gallbladder with 
pericholecystic reaction and adhesions. 
This eventually leads to necrosis and the 
formation of a fistula into the intestinal 
tract. Closure of the fistula may occur 
after the passing of the stone, as in our 
case. From 176 cases reported by Wake- 
field’ in 1939, the opening of the fistulous 
tract in 24 cases was into the stomach; 
in 101 cases, into the duodenum, and in 
33 cases, into the colon. It is also possible 
that the common duct and the ampulla of 
Vater may dilate immensely and allow the 
passage of the stone into the duodenum. 
Courvoisier® stated that in 7 of 35 cases 
of gallstone obstruction the route taken by 
the stone was through the duct itself. The 
possibility of choledochoduodenal fistula 
should be considered. Even though the 
stone may remain in the duodenum or pass 
into the stomach and be vomited, or pro- 
duce intermittent pyloric obstruction, it 
usually passes distally. Marshall and 
Mitchell® reported a case in which two 
gallstones were observed to be free in the 
peritoneal cavity after a recent perfora- 
tion of the gallbladder, complicated with 
peritonitis. 

Presumably, most gallstones pas: 
through the intestine and out of the rec- 
tum, as there are almost ten times as man) 
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nonsurgical cholecystenteric fistulas as 
there are operations for gallstone ileus. 
From 1937 to 1942, the cases of 21 patients 
with spontaneous internal biliary fistulas 
were collected at the Lahey Clinic by 
Tracey and McKell.!° In none of these 
c:ses was the condition associated with 
jitestinal obstruction. In 12 patients the 
fistula was cholecystoduodenal, in 4 it was 
between the common duct and the duo- 
denum, and in the remaining 5 there were 
various other fistulous communications. 
Cne or more stones may be present, vary- 
ing in size and shape. It is believed that 
a stone as small as 2.5 cm. in diameter 
may cause obstruction. Smaller stones 
may remain in the lumen of the bowel or 
lodge in the bowel wall for many years, 
growing by accretion. 

The exact size of the stone cannot al- 
ways be determined by roentgen means, as 
sometimes only the radiopaque core can 
be visualized. This was true in our case; 
the stone was irregular and ovoid and 
measured 3 by 5 cm., yet roentgenographi- 
cally it measured only 2 by 3 cm. Its loca- 
tion was in the midileum. 

Factors that affect the site of obstruc- 
tion are: the diameter of the intestine; 
the degree of irritation and spasm of the 
bowel; trauma; cysts; adhesions; kinks; 
fibroid tumors, and congenital anomalies 
of the lumen of the bowel. According to 
McLaughlin,’ the most frequent sites of 
impaction, in the order of frequency, are 
the ileum, the ileocecal area, the colon, the 
duodenum and the jejunum. 

Diagnosis.—Patients with gallstone ileus 
present the same symptoms as do those 
with acute intestinal obstruction, namely, 
pain, vomiting and abdominal distention. 
Mayo!! stated that a presumptive pre- 
operative diagnosis is possible in about 
one-third of the cases. He also stated that 
a history of chronic cholecystitis is of no 
value in diagnosis. Of the 150 patients 
whose cases were studied by Foss and 
Summers,‘ 23, or 15.3 per cent, presented 
no history suggestive of cholecystic dis- 
ease, and 48, or 32 per cent, had a history 
of epigastric pain that could be interpreted 
as associated with the process of perfora- 
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Fig. 1.—Roentgenogram taken on May 8, 1950, 
one year before obstruction occurred, showing 
gallstone in gallbladder. 


tion. The stone may pass spontaneously, 
but more often it produces characteristic 
intermittent obstructive symptoms. How- 
ever, in our opinion, any patient (espe- 
cially an elderly woman) with intestinal 
obstruction and chronic biliary disease 
should be suspected of having gallstone 
ileus. 

The roentgen examinations necessary 
for diagnosis call for flat plates of the 
abdomen in the anteroposterior, postero- 
anterior, upright and recumbent positions ; 
smaller films of the right upper quadrant 
in the posteroanterior upright position and 
recumbent with right side up; and spot 
films of the suspected gallstone. When 
there is a question as to whether the small 
or the large bowel is obstructed, a barium 
enema is advisable. 

Important roentgen observations in 
cases of gallstone ileus are as follows: 
intestinal distention ; the presence of radi- 
opaque stones; air or ingested opaque 
solution in the biliary tree, indicating the 
presence of fistula; negative shadow of a 
stone in the air-filled intestine, and 
changes in the position of a previously 
reported stone in the gallbladder or intes- 
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Fig. 2. A, roentgenogram taken Sept. 3, 1951, day of admission. 
B, roentgenogram taken September 4. 
Distention of the small bowel is more pronounced. 


distention of the small bowel. 
gallstone. 


tine. This occurred in our case; the stone 
had been observed in the gallbladder about 
a year before and had then traveled to 
the midileum. To locate the point of ob- 
struction and, indirectly, the stone, a thin 
barium or thorium solution may be given 
orally. This should always be accompanied 
by the use of a Miller-Abbott tube in the 
intestine to avoid undesirable sequelae. 
The possibility of a patent ampulla of 
Vater, which also would give roentgen 
evidence of free air within the biliary tree, 
must be considered. However, in such 
cases there is always the question whether 
or not one is dealing with a choledocho- 
duodenal fistula located near the end of 
the common duct. Rigler! stated that in 
22 of 36 cases of gallstone obstruction, in 
which roentgen examinations were done, 
the biliary radicles were visible. We are 
convinced that careful roentgen examina- 
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tion should lead to a preoperative diag- 
nosis in most of the cases. 
Treatment.—Surgical intervention is 
the treatment of choice and should be per- 
formed as soon as the patient’s condition 
permits. The operative procedure should 
be limited to relief of the obstruction. In 
cases of short-term obstruction, immediate 
closure of the bowel is advisable. When 
obstruction is intermittent and the loca- 
tion of the stone changes, a certain delay 
may be permissible with the thought in 
mind that the stone may pass by rectum. 
The removal of the gallbladder and repair 
of the cholecystenteric fistula should be 
postponed for a later date. Of course 
prompt correction of fluid and electrolyte 
balance and intestinal intubation should 
be established. Kapel of Copenhagen re- 
ported 2 cases in which he milked the gall- 
stones into the cecum without opening the 
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small bowel.!2 According to Foss and 
Summers,‘ the discovery at operation of 
a faceted stone may be indicative of pos- 
sible multiple stones, the presence of which 
should always be ruled out. - 


REPORT OF A CASE 


B.C., a white woman aged 68, was admitted 
to the hospital on Aug. 3, 1951. The chief 
complaint was abdominal pain and persistent 
nausea and vomiting for the past four days. 
On July 31 the patient had some abdominal 
discomfort, which was followed by vomiting 
on the following morning. Since the time or 
onset she had persistent attacks of vomiting. 
She had had no bowel movement for twenty- 
four hours prior to admission to the hospital. 
She stated that the pain was greatest in the 
left lower quadrant of the abdomen and ex- 
tended to the suprapubic area. It was crampy 
and fairly constant. 

On May 7, 1950, the patient had been hos- 
pitalized because of severe pain in the right 
upper quadrant of the abdomen and the epi- 
gastrium. This started twenty-four hours 
prior to admission and was associated with 
nausea and vomiting. A flat plate of the 
abdomen, taken on the following day, re- 


Fig. 3.—Photograph (A) and roentgenogram (B) 
of the removed stone. In the roentgenogram it 
appears smaller, wis I to the radiolucency of 
the peripheral layers. 
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Fig. 4.—Roentgenogram taken Sept. 22, 1951, 
seventeen days after the operation, revealing 
normally functioning small intestine. 


vealed extensive calcification of the gall- 
bladder. The calcific deposits appeared to be 
within the gallbladder wall. In addition, there 
was a large gallstone within the gallbladder. 
The patient was hospitalized for seventeen 
days, during which time she received anal- 
gesics, antispasmodics and general supportive 
measures. From the time of her initial dis- 
charge until the most recent admission she 
had had no distress that could be associated 
with gallbladder disease. A review of the 
case history reveals that she had been treated 
for hypertension and arthritis of the legs and 
spine. The systemic review gave essentially 
negative results except for the present illness. 

When first seen this patient was lying in 
bed in a semi-Fowler position, in acute pain. 
Examination of the abdomen showed marked 
muscular guarding, especially over the left 
lower quadrant. There was marked rebound 
tenderness in the same location. A mass 
about the size of a marble was palpated. It 
was not freely movable. 

Physical examination was essentially non- 
contributory. A flat film of the abdomen was 
taken on August 3 and revealed considerable 
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“Fig. 5.—Roentgenograms taken Sept. 28, 1951, twenty-three days after the operation, 

revealing no evidence of fistula. Duodenal cap is irregular, with distortion of its 

mucosal pattern due to periduodenal adhesions and scar tissue formation, following 
spontaneous closure of fistula. 


distention of the stomach. There was also 
abnormal dilation of a few loops of small 
intestine. There was a localized increased 
density in the right midpelvic field that had 
the characteristic appearance of a gallstone. 
The previously reported gallstone within the 
gallbladder was not present. 

Reexamination on August 3 revealed that 
the rigidity of muscles in the lower left 
quadrant was less marked. At this time the 
patient started to vomit fecal material. She 
was transferred to the surgical service. The 
abdomen was examined roentgenographically 
again on August 4, and it was noted that a 
number of loops of small intestine were di- 
lated. The size of the stomach was within 
normal limits. The gallstone previously de- 
scribed had changed position to the left pelvic 
field. On August 5 another roentgen exam- 


ination of the abdomen revealed the presence 
of the gallstone in approximately the same 
position as on the previous day. The disten- 
tion of the loops of smal! bowel was more 
pronounced than on the previous examina- 
tions. Free air was not observed in the biliary 
tree. Our diagnosis was based on the presence 
of obstruction of the small bowel and on the 
actual demonstration of the gallstone in the 
roentgenogram. 

Laboratory Data.—Except for leukocytosis 
(16,700 leukocytes per cubic millimeter of 
blood) the usual routine clinical laboratory 
studies revealed no abnormal changes. 

On September 5, with the patient under 
nitrous-oxygen-sodium pentothal anesthesia, 
paramedian incision was made approximatel’ 
2 ecm. to the left of the abdominal midlin:. 
The anterior sheath of the rectus muscle was 
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exposed and incised. The inner margin of the 
rectus muscle was separated and retracted 
outward to expose the posterior rectus sheath. 
The posterior rectus sheath was incised, and 
this was followed by incision of the under- 
lying peritoneum. A gallstone approximately 
: by 5 em. was located, by palpation, in the 
midileum. As the area over the gallstone 
had become necrotic, an incision was made in 
. horizontal direction, over the area of the 
-tone, about 4 cm. in length, and the stone 
delivered. The intestine was then closed with 
. double row of catgut sutures and rein- 
‘oreed by a single row of silk sutures. The 
abdomen was closed in layers, the peritoneum 
and fascia with catgut sutures and the skin 
with dermal sutures. Before closure of the 
abdomen, six retention silk sutures were 
placed approximately 1 cm. apart. The pa- 
tient made an uneventful recovery. 

Subsequent roentgen studies on September 
22 showed the bowel to be patent, with normal 
function. 

A study of the upper part of the gastroin- 
testinal tract was done on September 28 and 
revealed no evidence of fistula. However, the 
irregularity of the shape of the duodenal cap 
and the distortion of its mucosal pattern were 
strongly suggestive of periduodenal adhesions 
and scar tissue formation following spontan- 
eous closure of the fistula. 


SUMMARY 


A case of gallstone ileus of the small 
intestine is presented, with a brief review 
of the literature. We wish to emphasize 
the significance of an early preoperative 
roentgen diagnosis, upon which prompt 
and successful surgical treatment depends. 
Criteria for preoperative diagnosis are re- 
viewed. 

ZUSAM MENFASSUNG 


Es wird ein Fall von Duenndarmver- 
schluss durch einen Gallenstein berichtet 
und ein kurzer Ueberblick ueber die ein- 
schlaegige Literatur gegeben. Die Ver- 
fasser betonen die Bedeutung einer frueh- 
zeitigen praeoperativen Roentgendiagnose, 
von der unverzuegliches Eingreifen und 
der Erfolg der chirurgischen Behandlung 
abhaengen. Die Kriterien fuer die prae- 
operative Diagnose werden besprochen. 


THOMAS ET AL: OBSTRUCTION DUE TO GALLSTONE 
SUMARIO 


Um caso de ileo por calculos biliares do 
intestino delgado é apresentado, com uma 
breve revisao da literatura. Desejamos 
realear a significacao de uma radiografia 
preoperatoria de cujo diagnostico o trata- 
mento cirurgico pronto e feliz depende. 
Os criterios para diagnose preoperatoria 
sao revistos. 

RESUMEN 


Se presenta un caso de ileo por colelito 
del intestino delgado, con breve revisién 
de la literatura. Se sefiala la significacion 
de un diagnoéstico réntgen preoperatorio 
temprano, del que depende lo oportuno y 
satisfactorio del tratamiento quirtrgico. 
Se revisa el criterio para el diagnéstico 
preoperatorio. 

RESUME 


On présente un cas d’iléus paralytique 
biliaire avec commentaires sur la biblio- 
graphie. L’auteur insiste sur le diagnostic 
radiologique précoce suivi d’un traitement 
aussi précoce. Les indications opératoires 
sont aussi discutées. 
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Surgical Treatment of the Undescended Testis 
GHERARDO MELONI, M.D.* 


FLORENCE, ITALY 


cedures, often improvements of old 

methods, have been described and 
are actually in use for surgical correction 
o! the undescended testis. 

Without making a survey of all tech- 
nics, I should like to describe the orchid- 
opexy that has been used since 1931 by 
Prof. G. Cavina, surgeon in the S. Gio- 
vanni di Dio Hospital in Florence. In a 
total of 197 cases we have always obtained 
satisfactory results, this method enabling 
us to free the testis, mobilize the spermatic 
cord and fix the testis in the scrotum per- 
manently, without damage to its delicate 
structure. 

In 15 of our patients the condition was 
bilateral; in the remaining cases, the un- 
descended testis was on the right side in 
106 and on the left in 76. In 11 cases we 
found the testis in the abdominal cavity 
(iliac variety); 33 testes were in the 
upper part of the inguinal canal, 29 were 
interstitial; 82 were in the lower part of 
the inguinal canal, and 42 were near the 
pubic spine. In 2 cases we could not find 
the testicle, even after enlarging the in- 
cision and performing a_ transrectal 
laparotomy. In our opinion the testicle 
must have been either in a lumbar posi- 
tion or extremely undeveloped, as proved 
to be true in another case. 

There was association with an inguinal 
hernia sac in 40 cases (20.3 per cent). 
In 92 cases (46.7 per cent) the vaginal 
process of the peritoneum was communi- 
cating wholly or partially with the ab- 
dominal cavity, and in 65 (32.9 per cent) 
the vaginal process was obliterated. 

The operative procedure we use is 
based on the work of Hahn, who first de- 
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Wer and various operative pro- 


scribed his technic in 1902. He exteri- 
orized the testis through a scrotal incision 
that was sutured around the spermatic 
cord, and after one week the testis was 
freed and sutured under the scrotal skin. 
An important modification was  con- 
tributed in 1931 by Schoemaker and con- 
sisted in suturing the testis in a pouch 
formed between the scrotal skin and the 
dartos layer. 

According to our histologic studies, 
there is no surgical possibility of dissoci- 
ating the dartos layer from the skin of 
the scrotum, considering also that in the 
presence of undescended testes there usu- 
ally is a small and imperfectly formed 
scrotal sac; in our opinion, therefore, the 
best place to fix the testis is the subdartoic 
space, where we create a pouch in the 
Cooper tunic. 

The operative technic is as follows: 

Step 1.—An inguinal incision is made 
as for the repair of inguinal hernia, only 
closer to the pubis. It divides skin, super- 
ficial fascia and the aponeurotic portion 
of the external oblique muscle. Very care- 
ful and accurate dissection of the sper- 
matic cord and the testis is carried out, 
fascial fibers and all connective tissue 
coverings being severed. In this part of 
the operation one must be very careful 
when freeing the testis to avoid damaging 
the vas and the epididymus, which often 
form a rather large loop around the in- 
ferior pole of the testis and may be taken 
for strands of the gubernaculum testis. 

Step 2.—The next step consists in free- 
ing the hernial sac or the vaginal process 
from all elements of the cord and pushing 
this dissection up to the internal inguinal 
ring. The sac will be closed with a purse- 
string suture; the vaginal process is some- 
times everted behind the testis or trimmed 
away. 

With accurate and patient technic, free- 
ing the cord from all muscular and con- 
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nectival strands can be done without 
damage to the elements. This enables us 
to bring the testis--well down toward the 
bettom of the scrotum without dividing 
the epigastric vessels. 

Step 3.—The preparation of an adequate 
bed in the scrotum is accomplished by in- 
troducing the index finger from the ingui- 
nl ineision and through the inner strata 
0’ the scrotum and incising transversally 


tne skin of the scrotal sac (Fig. 1). The 


eiges of this wound are held with two 
snall forceps, and with blunt dissection 
of the cellular fatty layer we prepare a 
pouch that will hold the testis (Fig. 2). 
The dartos and the skin must be protected 
as much as possible during this step of 
the operation, because of the great impor- 
tance of the dartos as a thermoregulative 
agent in spermatogenesis, according to 
Virno. 

Step 4.—A long forceps introduced from 
the scrotal incision will seize the rest or 
the gubernaculum testis, pulling it down 
and outside the scrotum (Fig. 3). Two or 
three stitches of catgut are placed in the 
deep layers of the scrotum so that the 
testis cannot rise into the upper portion 
of the scrotum (Fig. 4). 

Step 5.—The inguinal canal is closed in 
two layers, the cord being placed on the 
fascia transversalis and the muscular 
layers sutured to the Falloppio arcade; 
the edges of the external oblique muscle 
are sutured in their aponeurotic portion. 
We usually prefer this method to the Bas- 
sini or Postempski (Halsted) technic of 
hernia repair, because the course of the 
cord is shorter this way (Fig. 5). 

The immediate results of this technic 
are very good; we have never encountered 
complications of any importance. In fol- 
low-up studies it has been rather difficult 
to reach all patients, but in those who 
could be reached the .results were satis- 
factory ; the testis was always in the lower 
third of the scrotum. In young patients, 
operated on at the best time for this kind 
of operation—between the ages of 7 and 
15 years—we often found the testis en- 
larged and of normal volume, consistency 
and sensibility. The only patients in whom 
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atrophy of the organ occurred were older 
men, at an age when the testis was al- 
ready almost atrophied and the operation 
was performed for cosmetic reasons. 

The simplicity and ease of this method 
and its effectiveness are the main reasons 
for its recommendation. The details of 
this technic were introduced in Italy and 
elaborated upon by Prof. Cavina first and 
by Caucci from Ancona, and this operative 
procedure has been found very satisfac- 
tory. 

SUMMARY 


The author presents and illustrates the 
details of an operative procedure for the 
undescended testis which, in his hands, 
has given excellent results. No complica- 
tions of any significance have been en- 
countered. 

RESUME 


L’auteur rapporte ses procédés person- 
nels de cure d’ectopie testiculaire. Dans 
ses mains aucune complication n’a suivi. 


SUMARIO 


O autor apresenta e ilustra os detalhes 
de um processo operatorio para criptor- 
quidia o qual, em suas maos tem dados 
excelentes resultados. Nenhuma compli- 
cacao significativa foi registrada. 


RESUMEN 


El autor presenta e ilustra los detalles 
de un procedimiento operatorio para la 
falta de descenso del testiculo, con el que 
ha obtenido excelentes resultados. No ha 
habido complicaciones de ninguna im- 
portancia. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet und illustriert 
die Einzelheiten des operativen Vorgehens 
bei der Behandlung des Bauchhodens. Das 
Verfahren hat in den Haenden des Ver- 
fassers ausgezeichnete Resultate gezeitigt. 
Komplikationen von irgendwelcher Be- 
deutung sind nicht aufgetreten. 


on ak 
Et 
Z 
et 


The “Gastric Cripple” After Total Gastric 


Resection 


PHILIP S. KLINE, M.D. 
SAN ANTONIO, TEXAS 


sociated with carcinoma of the stom- 

ach has stimulated interest in a 
more aggressive surgical approach in the 
treatment of this disease. Approximately 
40,000 gastric malignant tumors are dis- 
covered annually in the United States. In 
spite of increases in the percentage of 
lesions resected and a lowered operative 
mortality rate, the overall five-year sur- 
vival rate is below 8 per cent. In an 
attempt to raise this percentage, total 
gastric resection, with removal of the 
avenues of lymphatic spread, is now con- 
sidered the procedure of choice for ma- 
lignant disease of the stomach. This is 
shown by a review of several substantial 
series of cases from major surgical clin- 
ics and independent gastrointestinal sur- 
geons in the United States. 

Formerly, subtotal resection of the 
stomach was considered a radical ap- 
proach, but the salvage rate resulting 
from this procedure has remained low. 
The only hope for survival is complete 
surgical extirpation of the malignant 
process. Shields Warren reported 23 in- 
stances (19.6 per cent) of recurrent car- 
cinoma in the gastric stump in autopsies 
on 122 patients who died after partial 
gastric resection for malignant tumor. 
Berne and Freeman showed a “recurrence” 
rate of 78.6 per cent in the gastric stump 
in a series studied at necropsy. The 
studies of Zinnenger and Collins and that 
of Coller, Kay, and McIntyre showed that 
in 17.2 to 24.5 per cent of resected speci- 
mens that the proximal line of resection 
had been through a gastric wall contain- 
ing carcinoma. These studies indicate that 
wider resection is needed to eradicate the 
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disease, and complete removal of the organ 
is suggested. 

Acceptance of total gastrectomy has 
lagged because of the prohibitive mortal- 
ity rate formerly associated with this 
procedure. A mortality rate of 53 per 
cent was reported by Finny and Rien- 
hoff in a collected series of 67 cases in 
1929. Since that time, there has been 
a rapid decline to an acceptable rate— 
about 10 per cent—in several reported 
series. With improvement in anesthesia, 
free use of the blood bank and closer 
cooperation between the surgeon, the 
clinician and the nursing staff, the more 
radical approach, with complete removal 
of the stomach and avenues of lymphatic 
spread, is now feasible. The safety of 
gastric surgical procedures, as now done, 
is evidenced by the fact that only 1 death 
occurred in 352 subtotal gastrectomies 
for benign gastric and duodenal lesions 
and no deaths occurred in 20 total gastric 
resections done by the author during the 
past five years. 

Total extirpation of the stomach, to- 
gether with the avenues of possible lym- 
phatic spread, may be compared with the 
accepted practices of radical removal of 
carcinoma of the breast, the Miles resec- 
tion for carcinoma of the rectum, and the 
continuity block neck dissection for cancer 
of the floor of the mouth and the tongue. 

After total gastric resection a high 
percentage of the patients have had epi- 
gastric fullness and discomfort, regurgiti- 
tion and heartburn after meals. Their 
food capacity is limited, and they may 
be malnourished in spite of eating five 
or six meals daily. Other patients have 
periods of weakness, nausea, sweating 
and palpitation, the so-called dumping or 
overdistention syndrome. These annov- 
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A, the proximal and distal loops of jejunum are antecolic in position. These loops are approximated 


by the posterior row of sutures. The jejunoje junostomy is begun about 4 to 5 cm. below the 
esophagojejunostomy and extended downward for a distance of at least 15 cm. and ends at the 
ligament of Treitz. B, the jejunojejunostomy is opened and the posterior inner running locked 
suture is in place. A previously passed Levine tube has been passed from above through the distal 
loop downward and across the ostium and into the proximal loop at the level of the ligament of 
Treitz. This tube is used postoperatively for suction; then it is withdrawn a few centimeters and 
is used for feeding purposes as soon as peristalsis begins. Note the increase in surface area of the 
newly formed pouch. C, the jejunojejunostomy has been completed in the conventional manner 
and the many interrupted nonabsorbable sutures are in place. Note, again, the length of the jejuno- 
jejunostomy. D, a postmortem picture taken five months after operation on a patient whose death 
was not due to malignancy demonstrates the caliber of the newly formed pouch as compared with 
the caliber of the loops of small bowel in the vicinitv. This picture gives an over-all demonstration 
of the esophagojejunostomy (just below the clamped esophagus), the functional loop of jejunum just 
below this anastomosis and the newly created “gastric pouch.” 


ing symptoms have caused a fair percent- 
age of such persons to be labeled “gastric 
cripples.” 

It is my opinion that the symptoms 
just mentioned are due, in the main, to 
the reconstructive technics employed after 
extirpation of the cancer by total gastric 
resection. Surgeons have varied their 
reconstructive technics from time to time 
in the hope of overcoming these annoying 
problems and better rehabilitating the 


patient toward normal living. The recon- 
structive technics now mostly commonly 
employed may be listed in the order of 
their frequency, as follows: (1) esophago- 
jejunostomy, postcolic, with or without 
jejunojejunostomy; (2) esophagojejunos- 
tomy, antecolic, with or without jejuno- 
jejunostomy; (3) esophagojejunostomy 
with Roux en Y technic of anatomosis, 
and (4) esophagoduodenostomy. The first 
two procedures are by far the most pop- 
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ular, and the added jejunojejunostomy is 
now usually employed. The reason given 
for its use is.to shunt the bile and pan- 
creatic juice away from the esophagus. 
Frequently the jejunojejunostomy is made 
too small or improperly placed, and the 
opening is mechanically blocked by peris- 
talsis, so that its purpose is defeated. 

I should like to propose that more at- 
tention be directed to the jejunojejunos- 
tomy. By enlarging this ostium one cre- 
ates a pouch. This pouch serves as a reser- 
voir for food; with its use, the annoying 
and debilitating symptoms are minimized. 
In my first 5 total gastrectomies, the con- 
ventional reconstructive technics were em- 
ployed, with the same undesirable symp- 
toms. In the last 15, the following tech- 
nic proved most gratifying and advan- 
tageous to the patient: 

Approximately 20 cm. from the liga- 
ment of Treitz, the jejunum is brought 
anterior to the colon, and the esophago- 
jejunostomy is constructed according to 
the technic described by Lahey, Marshall, 
and Wangensteen, Longmire, and others. 
The jejunojejunostomy is then begun at 
a distance of 4 to 5 cm. below the esoph- 
agojejunostomy. The distance between 
the two anastomoses is so placed as not 
to crowd the esophagojejunostomy and to 
allow a functional curve between the 
proximal and distal loops of small bowel. 

The posterior row of interrupted non- 
absorbable sutures is then placed, thus 
starting the jejunojejunostomy (see il- 
lustration, A). This anastomosis extends 
down the approximated loops of jejunum 
for a distance of at least 15 cm.; it should 
stop just distal to the ligament of Treitz 
of the proximal loop. Both loops of bowel 
are then opened, and a second or inner 
row of absorbable, atraumatic sutures is 
placed therein, a running lock stitch being 
used (B). Note in this illustration an in- 
crease in the area of the small bowel that 
will ultimately be the functional pouch or 
pseudostomach. This area is approxi- 
mately twice the size of a single loop. At 
this point, a previously placed Levine tube 
is passed into the pouch and is used post- 
operatively for suction and feeding pur- 
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poses. The completion of the jejunojeju- 
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nostomy is effected in the usual manner 
by a Connell suture and reinforced wit!) 
a line of nonabsorbable interrupted sv- 
tures (C). 

The mobile transverse colon, lying be- 
hind the pouch, should be pulled to the 
right of the midline so that it will not 
gather under the diaphragm and crowd 
the newly formed pouch. This pouch will 
normally rotate slightly to the left and 
be suspended comfortably. 

By this generous side-to-side anasto- 
mosis, the major problems are solved: 
1. An adequate shunt has been established 
so that bile and pancreatic juice cannot 
pass or be regurgitated through the esoph- 
agojejunostomy. This eliminates gas- 
tric burning, regurgitation and _heart- 
burn. 2. The overdistention syndrome is 
minimized, and the new pouch is disten- 
sible and serves as a reservoir for ingested 
food. 3. Because of this increase in ca- 
pacity, the patient may eat a greater quan- 
tity of food and not be hampered by tak- 
ing small frequent feedings in order to 
maintain a good state of nutrition. 


SUMMARY 


Total gastric resection is advocated as 
the operation of choice for carcinoma of 
the stomach. A high percentage of pa- 
tients have distressing symptoms and 
feeding problems after total gastrectomy. 
The various types of anastomosis are dis- 
cussed, and a technic for the formation 
of a “gastric pouch” is presented. The 
author has used this technic in 15 of 20 
total gastrectomies and has successfully 
minimized the dietary and _ nutritional 
problems of patients who have undergone 
total gastrectomy. 


SUMARIO 


A ressecéo gastrica total é proclamada 
como a operacéo de escolha para o 
cinoma do estomago. Uma alta percen'- 
agem de pacientes tem sintomas desi'- 
gradaveis e problemas de alimentagio 
depois da gastrectomia total. Os variis 
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tipos de anastomose sao discutidos e uma 
tecnica para a formacao de uma “bolsa 
gustrica” é€ aparsentada. O autor usou 
esta tecnica em 15 de 20 gastrectomias 
totais e reduziu ao minimo com sucesso 
o« problemas dietéticos e nutricionais dos 
pacientes que foram submetidos a gastrec- 


to mia total. 
RIASSUNTO 


Secondo |’Autore, la gastrectomia totale 
r.ppresenta l’operazione di scelta nei 
di carcinoma dello stomaco. Un’alta 
pereentuale di pazienti, dopo tale inter- 
vento, hanno seri disturbi e difficili prob- 
lemi dietetici da risolvere. Vengono stu- 
diati i vari tipi di anastomosi e viene 
deseritta una tecnica tendente alla for- 
mazione di una nuova “sacca gastrica”’. 
L’Autore ha usato questa tecnica in 15 
gastrectomie totali su 20, riuscendo a 
rendere i problemi dietetici di minima 
importanza nei suoi pazienti. 


RESUMEN 


Se defiende la gastrectomia total como 
la operaci6n de elecci6n para el carcinoma 
gastrico. Un gran porcentaje de pacientes 
tienen sintomas penosos y problemas 
alimenticios después de la gastrectomia 
total. Se discuten los diversos tipos de 
anastomosis y se presenta una técnica 
para la formacion de una “bolsa gastrica’’. 
El autor ha usado esta técnica en 15 de 
20 gastrectomias totales, reduciéndose al 
minimo los problemas dietéticos y ali- 
menticios en pacientes con gastrectomia 
total. 

ZUSAM MENFASSUNG 


Die totale Magenresektion wird bei 
Magenkrebs als die Operation der Wahl 
empfohlen. Ein hoher Prozentsatz der 
Kranken leidet nach der totalen Entfer- 
nung des Magens an quaelenden Symp- 
tomen und unter Ernaehrungsproblemen. 
Die verschiedenen Typen der Anastomo- 
sierung werden eroertert, und eine Tech- 
nik zur Bildung einer “Magentasche” wird 
angegeben. Der Verfasser hat diese Tech- 
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nik in 15 von 20 totalen Magenresektionen 
angewandt. Es ist ihm gelungen, die 
Schwierigkeiten hinsichtlich der Diaet 
und der Nahrungszufuhr, mit denen die 
Kranken nach einer totalen Magenresek- 
tion zu kampfen haben, auf ein Mindest- 
mass zurueckzfuehren. 


RESUME 


Le cancer de |’estomac ne peut étre 
opéré avec succés que par la gastrectomie 
totale. On rencontre un grand nombre de 
malades présentant des malaises et des 
troubles de la nutrition aprés la gastrec- 
tomie totale. L’Auteur passe en revue les 
diverses techniques de l’anastomose de 
méme que les divers procédés du sac 
gastrique. L’Auteur s’est servi de ce 
procédé chez 15 des 20 cas de gastrec- 
tomies totales et a pu de la sorte réduire 
considérablement les troubles digestifs des 
patients ayant subi la gastrectomie totale. 
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The Widening Circle 


The International College of Surgeons, 
founded on the principle of world-wide 
intercommunication and exchange of 
ideas, has once more extended the periph- 
ery of its interests and activities, this 
time by the creation of a Division of Allied 
Sciences. This new Division, recently in- 
itiated by the Executive Council, offers the 
facilities and privileges of College mem- 
bership to qualified representatives of such 
related scientific fields as anatomy, physi- 
ology, bacteriology, pharmacology, bio- 
chemistry, biophysics, embryology, etc., 
who are engaged in teaching these sub- 
jects in medical schools. The degree 
M.I.C.S. (Member of the International 
College of Surgeons) will be awarded to 
all members of the new Division. 

To a very considerable extent the cre- 
ation of a Division of Allied Sciences rep- 
resents a gesture of gratitude on the part 
of the International College of Surgeons, 
in public recognition and appreciation of a 
debt it has always tacitly recognized. The 
allied sciences and those who teach them 
stand like bulwarks behind the efforts of 
the surgeon, increasing his insight, aug- 
menting his skill, and endlessly providing 
him with new and valuable resources. To 
the devoted work of researchers in these 
allied fields we owe the “miracle drugs” 
and the antibiotics, the anatomic and 
physiologic bases for innumerable effective 
forms of prophylaxis, therapy and reha- 
bilitation, and our voluminous armentar- 
ium of medicaments, laboratory tests, and 
experimental data that bear directly on 
our problems. In their publications we 
find a continuing source of study and en- 
lightenment, and their dedication to the 
life of the researcher, perhaps the supreme 
example of self-denial in the interests of 
scientific truth, is a perpetual inspiration 
to us. 


Two other strong factors have operated 
in creation of the new Division. The first 
of these is the enrichment of international 
exchange that will certainly accrue from 
the contributions of our new associates to 
our national and international Congresses. 
The Internation] College of Surgeons 
never loses sight of this principle, the first 
and fundamental source of its pioneer 
strength and the vital core of its growth to 
global proportions. We have been quick 
to seize every opportunity for extending 
the sphere of our influence, believing de- 
voutly that this influence draws men to- 
gether, whatever their superficial differ- 
ences, into a common allegiance to scien- 
tific progress and human brotherhood. We 
expressed this principle in extending 
Junior Membership in the College to sur- 
geons of limited experience who show con- 
vincing evidence of steady growth and 
advancement; we now express it again by 
inviting men whose work is intimately 
connected with our own to share with us 
their labors and achievements. At the ap- 
proaching Seventeenth Annual Congress 
of the United States and Canadian Sec- 
tions, to be held in Chicago in September, 
the first special session of the Division of 
Allied Sciences will be a prominent fea- 
ture, and the ideas and suggestions of our 
new members will at all times be welcome 
in furthering the chief objective of the 
College—the elevation of surgical stand- 
ards throughout the world, through the 
activities of Sections of the College in 
more than fifty nations. 

The third motive, which we consider of 
tremendous importance, is the develop- 
ment of closer cooperation between sur- 
geon and researcher. Most certainly the 
surgeon, though already aware of his debt 
to his fellow scientists, will benefit from : 
closer knowledge of work that concerns 
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him so closely and will come to a fuller 
realization of its value and a constant 
awareness of what-it offers. Conversely, 
the allied scientist, through keener aware- 
ness of the surgeon’s problems, will be 
stimulated to new objects of study or 
spurred to greater efforts toward those 
in hand. As a teacher he should find the 
association illuminating on the human 
sije of science, so to speak, and may ap- 
proach his students with heightened ef- 
fe: tiveness. 

The trend toward interdependence and 
universality is apparent everywhere, but 
nowhere more plainly than in converging 
processes of thought. Men of learning in 
every field are correlating their ideas with 
those of men in other fields; more and more 
it becomes obvious that no boundaries can 
be set to any area of knowledge. The long- 
recognized connection between mathemat- 
ics and music, which strikes the untutored 
as an absurdity, is only one of hundreds 
of such relations. In the relation between 
surgergy and the allied sciences there is 
not even a superficial incongruity ; the as- 
sociation is natural, almost inevitable. 

That the need of its recognition should 
occur first of all to the International Col- 
lege of Surgeons is just as natural and 
just as inevitable. Once a pioneer, always 


EDITORIALS 


a pioneer. We cannot change a habit so 
long ingrained, nor have we any desire 
to change one so fruitful. Perpetual 
growth, not only of our membership but 
of our range of interest and the scope of 
our endeavors, is the very breath of our 
life. This spirit of freshness, inquiry, in- 
vestigation and alliance has never failed 
us, never disappointed us. It has carried 
us through many a tempest in many a 
fragile and ill-constructed teapot and can 
be counted upon to carry us through many 
more. The response to this latest enlarge- 
ment of our horizons is already so en- 
couraging as to infuse new enthusiasm 
throughout the organization, and we can- 
not doubt that this response will grow, 
nor can we doubt that its growth will 
result in enrichment. 

We therefore welcome these new allies 
to our cause not only with pleasure but 
with hearty acclaim. We extend our ac- 
tivities to include their own, our interests 
to collaborate with theirs, our ideals and 
purposes bent toward a common goal. We 
shall do everything in our power to insure 
the mutual and permanent value of the as- 
sociation and to cement the alliance in 
mutual trust and respect. 

M. T. 


Reservations 
for hotel accommodations, etc., for the Seventeenth Annual Congress of the 
United States and Canadian Sections to be held in Chicago in September, may 


be obtained through the Secretariat, International College of Surgeons, 1516 Lake 
Shore Drive, Chicago 10, Illinois. 
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Section News 


International College of Surgeons 


United States and Canadian Sections 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


Rocky Mountain District Holds Outstand- 
ing Meeting: The Rocky Mountain District 
of the International College of Surgeons, con- 
sisting of Arizona, Colorado, Idaho, Montana, 
New Mexico, Utah, Wyoming and the Prov- 
ince of Alberta, Canada, convened May 2 and 
3 at the Broadmoor Hotel, Colorado Springs, 
for a highly successful scientific meeting, 
with more than 200 surgeons in attendance. 
The program was as follows: 


Friday, May 2, 1952 
9:00 A.M. 

MORNING SESSION 

Harry C. BRYAN, M.D., Presiding 
1. The Radiology of Prolapsed Gastric 
Mucosa. 
VERNON L. BOLTON, M.D., M.A.C.R. 
Radiologist, St. Francis Hospital 
Colorado Springs, Colorado 


Broadmoor Hotel, Colorado Springs. 
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SECTION NEWS 


Garden of the Gods Club, Colorado Springs. 


Alamosa Community Hospital 
Monte Vista Community Hospital 
. Plain Film Study of the Abdomen. 
C. N. SoRENSON, M.D. 
Scottsbulff, Nebraska 
. The Course of Testicular Injury Follow- 
ing Accidental Exposure to Nuclear 
Radiation: Report of a Case 
WILLIAM R. OAKES, M.D. 
Chief Surgeon, Los Alamos Medical 
Center, 
Los Alamos, New Mexico 


Discussion 


5. 


6. 


Surgery of the Heart and Great Vessels. 
THOMAS F. KEYEs, M.D., F.I.C.S. 
Thoracic Surgeon, Salt Lake City, Utah 
Cardiac Arrest. 
WILLIAM A. CAMPBELL, JR., M.D., F.I.C.S. 
Colorado Springs, Colorado 
Discussion 

Fascial Planes of the Neck. 
ARCHIBALD BUCHANAN, M.D. 
Professor of Anatomy, 
Assistant Dean, University of Colorado 

School of Medicine, Denver, Colorado 


. The Incontinuity Radical Neck Dissec- 


. UNESCO—and Its Efforts to Organize © 


Medical and Scientific Congresses. 

Wm. CARPENTER MAcCarrty, M.D., 
F.I.C.S. 

International Representative at Large for 
International College of Surgeons 


2:00 P.M. 


AFTERNOON SESSION 
KENNETH C. SAWYER, M.D., Presiding 


tion in Head and Neck Malignancy. 
JAMES M. OVENS, M.D., F.I.C.S. 
Phoenix, Arizona 

Discussion 
Direct Tissue Studies With the Electron 
Microscope. 
ERVING F. GEEVER, M.D. 
Assistant Professor of Pathology, 
University of Colorado School of Medi- 

cine. 
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Pathologist, Glockner-Penrose and St. 
Francis Hospitals, Colorado Springs, 
Colorado 

Discussion 


Saturday, May 3, 1952 
9:00 A. M. 
MORNING SESSION 
JAMES P. Riac, M.D., Presiding 
10. Kielland Forceps in Persistent Occiput 

Posterior Presentation. 

GLEN WESLEY KororpD, M.D. 

Cheyenne, Wyoming 

11. Emergency Surgery of the Newborn. 

J. E. MusGROVE, M.D. 

Department of Surgery, Lovelace Clinic 

Albuquerque, New Mexico 

12. Diagnostic Difficulties Surrounding the 

Surgical Treatment of Hydatid Mole and 

Chorio-Carcinoma. 

E. STEWART TAYLOR, M.D. 

Professor and Head of Department of 
Obstetrics and Gynecology, University 
of Colorado School of Medicine, Den- 
ver, Colorado 

Discussion 
13. Fracture of the Shaft of the Femur With 

Fracture of the Neck of the Same 

Femur, Treated by Intramedullary Nail 

for the Shaft and Knowles Pins for the 

Neck. 

WILLIAM M. DELANEY, M.D., F.I.C.S., and 

DANA STREET, M.D. 

Memphis, Tennessee 

Discussion 

The Regents of the Rocky Mountain Dis- 
trict are as follows: Arizona, Dr. Joseph M. 
Greer, Phoenix; Colorado, Dr. Kenneth 
Charles Sawyer, Denver; Idaho, Dr. Walter 
R. West, Idaho Falls; Montana, Dr. James C. 
MacGregor, Great Falls; New Mexico, Dr. 
William R. Lovelace, Albuquerque; Utah, Dr. 
N. Frederick Hicken, Salt Lake City; Wy- 
oming, Dr. W. Andrew Bunten, Cheyenne, 


AUGUST, 


and Alberta, Dr. Malcolm R. MacCharle., 
Winnipeg, Manitoba. 

The event was highlighted by three mem- 
orable social events: a chuck wagon supper in 
the Garden of the Gods on the evening of 
May 2, a ladies’ luncheon at the Garden of 
the Gods Club on May 38 and a banquet on 
the same evening at the Broadmoor. The local 
arrangements committee was headed by Dr. 
Harry C. Bryan as chairman and included 
Drs. George W. Bancroft, William A. Camp- 
bell and George C. Shivers. The wives of 
these gentlemen served as the ladies’ com- 
mittee. All those officially concerned, as well 
as those contributing to the scientific pro- 
gram, are to be congratulated on their suc- 
cess in making this regional meeting an 
occasion of permanent profit and delightful 
memory. 


Dr. Goldstein Honored: Dr. Hyman I. 
Goldstein, F.I.C.S., of Camden, New Jersey, 
has been awarded a diploma and elected an 
Honorary member of La Sociedad Médica de 
Acapulco Guerrero, R. México. Doctor Gold- 
stein addressed the Acapulco physicians on 
“Some Aspects of Diseases of the Gallbladder 
and Liver” and “Angina Pectoris, Coronary 
Thrombosis and Myocardosis.” 


Division of Allied Sciences: The Executive 
Council of the International College of Sur- 
geons, recognizing the ever-increasing impor- 
tance of thorough grounding and continued 
study in the basic sciences and the desira- 
bility of world-wide interchange of experience 
and information in such fields as anatomy, 
physiology, bacteriology, pharmacology, bio- 
chemistry, biophysics, embryology, etc., has 
extended the factilties of the College to in- 
clude qualified representatives of these fields 
by the creation of a Division of Allied Sci- 
ences (see editorial, this issue). The response 
thus far has been highly encouraging, and 
it is anticipated that the new alliances will 
contribute significantly to mutual strength 
and effectiveness. 


Foreign Interns and Residents Available 


Approved hospitals in the United States and Canada having openings for 
interns and residents are requested to communicate with the Secretariat of the 


International College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois. 
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Assembly Program 


Grand Ballroom 
The Conrad Hilton Hotel 


MORNING SESSION 


Tuesday, September 2, 1952 


Presiding: Witu1am R. Lovetace, M.D., F.I.C.S., D.A.B.S., Albuquerque, New Mexico 
Secretary: Russet, M. Kurten, M.D., F.A.C.S., F.1.C.S., Racine, Wisconsin 


GALLBLADDER SYMPOSIUM 


Variations and Anomalies in the Anatomy of geon to St. Agnes Hospital; Associate in 
The Biliary Tract Surgery, Jefferson Medical School 


MANUEL E. LIGHTENSTEIN, M.S., M.D., 
F.A.C.S., F.LC.S., Chicago; Professor of 
Surgery, Cook County Graduate School; As- 
sociate Professor, Northwestern University 


Intermission to View Exhibits 


The Treatment of Common Duct Stones 


Medical School N. Freperick Hicken, M.D., F.A.C.S., 
F.1.C.S., Salt Lake City; Associate Profes- = 
Medical Problems in Gallbladder Disease sor, Clinical Surgery, University of Utah 
FRANK B. McGtone, M.D., F.A.C.P., Den- Medical School 


ver; Assistant Clinical Professor of Medicine, 

University of Colorado Medical School; At- The Surgical Risk in Gallbladder Disease 

tending Physician in Gastroenterology, Den- 

ver Veterans Administration Hospital RaymMonp W. McNeaty, M.D., F.A.CSS., 
F.I.C.S., Chicago; Professor of Surgery, Cook 
County Graduate School of Medicine; Asso- 


ciate Professor of Surgery, Northwestern 

University Medical School; Chief Surgeon, 

Hans Popper, M.D., Ph.D., F.A.C.P., Chi- Wesley Memorial Hospital; President of 
cago; Director, Department of Pathology, Staff, Cook County Hospital 


Cook County Hospital; Scientific Director, 
Hektoen Institute for Medical Research; As- 
sociate Professor, Pathology, Northwestern 
University Medical School 


LUNCHEON 
North Ballroom 


The Treatment of Acute Cholecystitis 
Moses Brnrenv, M.D., F.A.CS., PANEL DISCUSSION with Morning Speakers 


Philadelphia; Consulting Surgeon to Jewish Moderator: ARNoLp S. Jackson, M.D., 
and Mount Sinai Hospi‘als; Thoracic Sur- F.A.C.S., F.1.C.S., Madison, Wisconsin 


AFTERNOON SESSION 
Presiding: Horace W. Ayers, M.D., F.A.C.S., F.1.C.S., New York 
Secretary: Ltoyp J. Netto, M.D., F.I.C.S., Palm Beach, Florida 
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Acute Pancreatitis 


James H. O’NetL, M.D., F.A.CS., Kansas 
City, Missouri; Surgical Staff, General, St. 
Margaret’s, and St. Mary’s Hospitals 


Endometriosis 


Cuartes J. BARONE, M.D., F.A.CS., 
F.L.C.S., Pittsburgh; Clinical Professor of 
Obstetrics, University of Pittsburgh School 
of Medicine; Obstetrician, Elizabeth Steele 
Magee, St. John’s General, and Montefiore 
Hospitals 


Measures for Reducing Morbidity and Mor- 
tality in Abdominal Surgery 


W. Wayne Bascock, M.D., F.A.CS., 


F.1.C.S., Philadelphia; Emeritus Professor of 
Surgery, Temple University Medical School 


Management of Massive Gastroduodenal 
Hemorrhage 


Dean Sauer, M.D., F.A.CS., F.LCS., St. 
Louis; Senior Instructor in Surgery, St. Louis 
University School of Medicine; Attending 
Surgeon, St. Louis City and County Hospitals 


Intermission to View Exhibits 


AUGUST, 195” 


Midgut Volvulus and Malrotation of the 
Intestine 


KENNETH C. SAWYER, M.D., F.ACS., 
F.I.C.S., Denver; Assistant Clinical Professo, 
of Surgery, University of Colorado Medica! 
Center; Chief -of Surgical Service, Presby- 
terian Hospital; Consultant, General Su:- 
gery, Fitzsimmons Army Hospital, and V..\. 
Hospitals, Denver and Grand Junction 


Sympathectomy for Peripheral Vascular Dis- 
ease, with a Ten-year Evaluation of Cases 


James W. Henoprick, M.D., F.LCS., 
F.R.C.S., San Antonio; Attending Surgeon, 
Nix Memorial and Baptist Memorial Hospi- 
tals; Teaching Staff, Baptist Memorial 
Hospital 

and 


Ernest G. Guy, M.D., San Antonio; At- 
tending Physician, Nix Memorial and Bap- 
tist Memorial Hospitals; Teaching Staff, 
Baptist Memorial Hospital 


The Rational Management of Chest Injuries 


Joun H. Mayer, Jr., M.D., Kansas City, 
Missouri; Consulting Thoracic Surgeon, Vet- 
erans Administration Hospital, Wadsworth, 
Kansas, and Kansas City Municipal Hospi- 
tals Numbers One and Two; Thoracic Sur- 
geon, Research and St. Mary’s Hospitals; 
Associate in Surgery, University of Kansas 
Medical Center 


Private Dining Room No. 1 and North Assembly Room 


Business Meeting and Dinner 
Canadian Chapter, International College of 


Surgeons 


EVENING SESSION 
Grand Ballroom 
The Conrad Hilton Hotel 


Symposium on Antibiotics 


( 
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ASSEMBLY PROGRAM 


Wednesday, September 3, 1952 


MORNING SESSION 


Presiding: Kart A. Meyer, M.D., F.A.C.S., F.1.C.S., Chicago 
Presiding: RayMonp W. M.D., F.A.C.S., F.I.C.S., Chicago 
Secretary: Peter A. Rost, M.D., F.A.CS., F.1.C.S., Chicago 


DRY CLINIC 
Grand Ballroom 
The Conrad Hilton Hotel 


Presentation of Cases and Discussions by Staff 
of Cook County Hospital 


/ntermission to View Exhibits 


Moral Obligations Implied in the Treatment 
of Skin Cancer 


NEAL Owens, M.D., F.A.CS., F.1.C.S., New 
Orleans; Professor of Plastic Surgery, Tulane 
University of Louisiana School of Medicine; 
Head of Department, Plastic Surgery, Eye, 
Ear, Nose and Throat Hospital; Senior Vis- 
iting Surgeon in Charge of Plastic Surgery 
(Tulane Unit), Charity Hospital 


ROUND-TABLE DISCUSSION: Treatment 
of Duodenal Ulcer 


Moderator: URBAN Mags, M.D., D.S.C., 
F.A.C.S., F.1.C.S. (Hon.), New Orleans; 
Emeritus Professor of Surgery, Medical 
School, Louisiana State University; Con- 
sulting Surgeon, Charity Hospital, Touro 


Infirmary, Veterans Administration Hos- 
pital 
Participants: 

Kari A. Meyer, M.D., F.A.CS., F.I.C.S., 
Chicago 

DEAN Sauer, M.D., F.A.C.S., F.I.C.S., St. 
Louis 

Lyon H. App.tesy, M.D., F.R.C.S. (Eng.). 
F.R.C.S. (Can.), F.A.C.S.,_ F.I.CS., 
Vancouver 

J. Hunt, M.D., F.A.CSS., F.LCS., 
Kansas City 


Segmental Resection in the Surgical Treatment 
of Pulmonary Tuberculosis 


Cuirrorp F. Storey (Capt. MC. USN.) 
M.S., M.D., F.A.C.S., St. Albans, New York; 
Chief of Surgical Services, Head of Depart- 
ment of Thoracic Surgery, and Officer-in- 
Charge of Cardio-Pulmonary Function 
Laboratory, U. S. Naval Hospital 


AFTERNOON SESSION 
Presiding: M. R. MacCuartes, M.D., F.1.C.S., Winnipeg, Manitoba 
Secretary: E. N. C. McAmmonp, M.D., F.1.C.S., Vancouver, British Columbia 


Music Honoring Canadian Fellows 


The Management of Carcinoma of the 
Oesophagus 
J. Burke Ewinc, M.D., C.M., F.R.CS. 
(Can.), F.R.C.S. (Edin.), F.1.C.S., Ottawa, 
Canada; Professor of Clinical Surgery, Uni- 
versity of Ottawa; Surgeon-in-Chief, Ottawa 
General Hospital 


Subject to be announced 


D. W. Gorpon Murray, M.D., F.R.C.S., 
(Can.) , Toronto, Canada 


Pectus Excavatum 


PETER E. Rees-Davies, M.D., F.R.C.S. 
(Eng., Can.) , L.R.C.P. (London), F.I.C.S., 
Vancouver, British Columbia; Surgeon, Staff 
of St. Paul’s Hospital 
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Intermission to View Exhibits Ontario, Canada; Professor of Surgery, 
P inal Ob Queen’s University; Chief of Surgery, King. 
ston General Hospital; Director of Surger\, 
Eucene F. Batancero, M.D., F. A.C.S., Department of Veterans Affairs; Consultin:: 
F.L.C.S., Cert. R.C.S., Montreal, Canada; Surgeon, Hotel Dieu and St. Mary’s of th: 
Attending Surgeon, Ste. Jeanne d’Arc Hos- Lake Hospitals 
pital; Co-Director, ‘Tumor Clinic ee 


Intra-arterial Transfusion — Its Role in the Unusual Lesions of the Small Bowel 

Treatment of Shock Lyon H. Appiesy, M.D., C.M., L.R.C.P., 
D. L. C. Bincuam, M.B., Ch.B., F.R.CS. F.R.CS., (C., Eng.), F.LCS., Vancouver. 
(Edin.), F.R.C.S. (€), F.A.C.S., Kingston, Canada; Chief Surgeon, St. Paul’s Hospital 


EVENING SESSION 


THE FILM FORUM 
8:00-10:00 P.M. 


Grand Ballroom 
The Conrad Hilton Hotel 
Chairman: TuHorek, M.D., F.A.C.S., F.I.C.S., Chicago, Illinois 
Moderator: Ciaupe J. Hunt, M.D., F.A.C.S., F.1.C.S., Kansas City, Missouri 


Cardiac Surgery 
Cuartes P. Baitey, M.D., M.Sc., F.A.C.S., F.1.C.S., Philadelphia, Pennsylvania 


Gallbladder Surgery 
N. Freperick Hicken, M.D., F.A.C.S., F.1.C.S., Salt Lake City, Utah 


Carcinoma of the Rectum 
W. Wayne Bascock, M.A., M.D., LL.D., F.A.C.S., F.L-C.S., Philadelphia 


Pennsylvania 


Genitourinary Surgery 
Evmer Hess, M.D., F.A.C.S., F.LC.S., Erie, Pennsylvania 


Thursday, September 4, 1952 


MORNING SESSION 


Presiding: Eart O. Latimer, M.D., F.A.C.S., F.1.C.S., Chicago 
Secretary: SuREN H. Basincton, M.D., F.I.C.S., Berkeley, Calif. 


RECENT DEVELOPMENTS IN CLINICAL RESEARCH 


HERBERT ACUFF MEMORIAL ADDRESS F.A.CS., F.1.C.S. (Hon.), New York; Pro- 
fessor of Clinical Surgery, Cornell Universit y 


Feasibility of Prolonged Surgical Following Medical Colleve: Attending S$ M.- 
Total Pelvic Exenteration for Advanced Cancer the 


ALEXANDER BRUNSCHWIG, M.S., M.D., and Allied Diseases. 
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A New Surgical Approath for Cure of Direct 
Inguinal Hernia with a History of Multiple 
Recurrences 


M. M.D., F.A.C.S., 
¥.1.C.S., Chicago; Associate in Surgery, 
Northwestern University Medical School; 
Professor of Surgery, Cook County Graduate 
School of Medicine; Senior Attending Sur- 
xeon, Wesley Memorial Hospital 


and 


RoBERT T. McEtvenny, M.D., F. A.C.S., 
Chicago; Assistant Professor of Bone and 
Joint Surgery, Northwestern University Med- 
ical School; Consulting Orthopedic Surgeon, 
Wesley Memorial Hospital 


Complications Following Vaginal 
Hysterectomy 


Vincent P. Mazzora, M.S., D.Sc., M.D., 
F.A.C.S., F.LC.S., Brooklyn; Assistant Pro- 
fessor, Obstetrics and Gynecology, State Uni- 
versity School of Medicine; Medical Director 
and Director, Obstetrics and Gynecology, St. 
Peter’s Hospital 


CURTIS LEE HALL MEMORIAL 
ADDRESS 


Volkman’s Ischaemic Contraction 


Henry W. MEYERDING, M.S., M.D., F.A.C.S., 
F.L.C.S., Rochester, Minnesota; Professor of 
Orthopedic Surgery, Mayo Foundation, Uni- 
versity of Minnesota Medical School; Senior 
Consulting Orthopedic Surgeon, Mayo Clin- 
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ic; President, United States Chapter, Inter- 
national College of Surgeons 


The Plastic Esophagus 


Epcar F. BerMan, M.D., F.A.C.S., Balti- 
more; Adjunct Surgeon, Mt. Sinai Hospital; 
Assistant Surgeon, Lutheran, St. Agnes, and 
Franklin Square Hospitals 


Why the Infrequency of Malignancy of the 
Duodenum? 


ANnpbrE B. Carney, M.D., F.A.CSS., F.1.C:S., 
Tulsa; Surgeon, Tulsa Clinic; Consulting 
Surgeon, U. S. Indian Hospital, Claremore 


Intermission to View Exhibits 
Announcements by the Secretary 


The Use of a Jejunal Pouch in Total 
Gastrectomy 


J. Hunt, M.D., F.A.C.S., F.LC.S., 
Kansas City, Missouri; Chief, Hunt Surgical 
Clinic; Chief Surgeon, Surgical Research 
Clinic, Research Hospital and Kansas City 
General Hospital 


Preventive Iatrogenesis in Otolaryngology 


FrAncis L. Leperer, M.D., F.A.C.S., F.1.C.S. 
(Hon.) , Chicago; Professor and Head, De- 
partment of Otolaryngology, Clinic-Research 
and Educational Hospitals, University of Illi- 
nois; Otolaryngologist-in-Chief, Illinois Eye 
and Ear Infirmary 


AFTERNOON SESSION 
Presiding: ELMER L. HENDERSON, M.D., F.A.C.S., F.I.C.S. (Hon.), Louisville 
Secretary: W. ANDREW BunrTEN, M.D., F.I.C.S., Cheyenne 


Surgical Aspects of the Esophagus, with Par- 
ticular Reference to some of the Physiological 
Concepts 


Maurice G. Buckies, M.D., F.A.C.P., 
F.A.C.S., F.1.C.S., Columbus, Ohio; Assist- 
ant Professor of Thoracic Surgery, Ohio 
State University College of Medicine; Tho- 
racic Surgeon, Franklin County Tuberculosis 


Hospital 


Radiosurgical Exploration of the Pancreas 


Pror. Lucien Lecer, M.D., F.I.C.S., Paris, 
France; Assistant Professor of Surgery, Fac- 
ulty of Medicine, University of Paris 


Intermission to View Exhibits 


Announcements by the Secretary 
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Acute Pancreatitis and Incidental Findings at Chicago; Associate Clinical Professor, De 
Autopsy partment of Surgery, University of Illinoi. 
J. G. Prossteiy, M.D., F.A.CS., F.LCS., College of Medicine; Associate Professoi. 


: Department of Surgery, Cook County Gradu 
St. Louis; Assistant Professor of Clinical ate School of Medicine; Co-Surgeon-in. 


Surgery, Washington University School of 

Medicine; Assistant Professor of Anatomy, Chief, American Hospital 
Washington University School of Dentistry; 
Director of Surgery, St. Louis Jewish Hos- 


ROUND TABLE DISCUSSION: Surgery of 
the Colon, Rectum, and Anal Canal 


pital 

Confusion Regarding Duodenal Ulcer Moderator: 
Grecory F. M.D., F.A.CS., Curtice Rosser, M.D., F.A.C.S., F.LC.S., 
F.1.C.S. (Hon.), Oshkosh, Wisconsin; At- Dallas 


tending Surgeon, Mercy Hospital; Consult- 
ing Surgeon, Theda Clark Memorial Hos- 


Participants: 
pital, Neenah; Consulting Surgeon, Winne- 
b State Hospital, Wi Harry E. Bacon, M.D., F.A.C.S., F.A.P.S., 
F.LCS,, F.R.S.M., Philadelphia 
Treatment of Portal Hypertension . Louis E. Moon, M.D., F.A.CS., F.L.CS., 
Puitip THorek, M.D., F.A.C.S., F.I.C.S., Omaha 


Banquet 


Denis JoHNn Browne, M.D., F.R.C.S. (Eng.), of England, 1934; Hunterian Professor 1947, 
Surgeon to the Hospital for Sick Children; Arris 1949, 1950, and Author, London, England. 
& Gayle Lecturer, Royal College of Surgeons Subject of oration to be announced. 


Friday, September 5, 1952 


MORNING SESSION 
Presiding: THomas B. Noster, JRr., M.D., F.1.C.S., Indianapolis 
Secretary: Louis D. McGuire, M.D., F.A.C.S., F.1.C.S., Omaha 


Surgical Treatment of Diverticulitis of 
‘Bone and Joint Surgery, Northwestern Uni- 

Dexter H. Witte, M.D., F ACS., F.LCS., versity Medical School; Chairman of Depar'- 
Milwaukee; Former Associate Clinical Pro- ment, Orthopedics, Wesley Memorial ani 
fessor of Surgery, Marquette University Children’s Memorial Hospitals; Consultan: 
Medical School in Orthopedics, Chicago Memorial and Hen. 


rotin Hospitals 


Orthopedic Problems of Interest to the General 


oogron Urological Problems of Interest to the Gener! 
Epwarp L. Comprre, M.S., M.D., F.A.C.S., Surgeon 
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GrorcE H. Ewe tt, M.D., F.A.P.S., F.LC.S., 
Madison, Wisconsin; Chief of Department of 
Urology, Jackson Clinic 


Breast Tumors 


T. C. Davipson, M.D., F.A.CS., F.1.C.S., 
(Hon.), Atlanta; Ex-President, American 
Goiter Association; Chief, Surgical Service, 
Georgia Baptist Hospital; Surgical Consult- 
ant, Sheffield Cancer Clinic 


and 


A. H. Letron, M.D., F.A.C.S., A.LC.S., At- 
lanta; Associate Surgeon, Georgia Baptist 
Hospital 


innouncements by the Secretary 
Intermission to View Exhibits 


The Treatment of Regional Ileitis and its 
Complications 


Harry A. OBERHELMAN, M.D., F.A.C.S., 
F.I.C.S., Chicago; Professor and Chairman, 
Department of Surgery, Loyola University 
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Stritch School of Medicine; Chairman, De- 
partment of Surgery, Mercy Hospital 


Multiple Lesions of the Colon 


RaAcpH R. Corrry, M.D., F.A.C.S., F.I.C.S., 
Kansas City, Missouri; Director of Surgery, 
Kansas City General Hospital; Chief of Sur- 
gical Staff, St. Joseph’s Hospital 


ROUND TABLE DISCUSSION: Problems of 
Herniorrhaphy 


Moderator: 
Leo M. ZIMMERMAN, M.D., F.A.CS., 
Chicago 


Participants: 
ARKELL M. VAUGHN, M.D., F.A.C.S., 
F.1.C.S., Chicago 


Louis P. River, M.D., F.A.CSS., F.1.C.S., 
Oak Park, Illinois 


U. G. Dany, M.D., F.ACS., F.ICS., 
Chicago 


GrorcGE Ferre, M.D., F.I.C.S., Miami 


AFTERNOON SESSION 
Presiding: T. C. Davison, M.D., F.A.CS., F.1.C.S., Atlanta 
Secretary: Vincent P. Mazzora, M.D., F.A.C.S., F.1.C.S., Brooklyn 


Announcements by the Secretary 


Surgical Treatment of Chronic Pancreatitis 
Including Total Pancreatectomy 


CLARENCE E. MOORE, M.D., F.A.CS., 
F.LC.S., Harrisburg, Pennsylvania; Clinical 
Professor of Surgery, Hahnemann Medical 
School at Harrisburg Hospital; Director, 
Harrisburg Hospital 


: Some Complications of Skull Fracture and 
Their Management 


Eric OLpBERG, M.S., M.D., PH.D., F.A.C.S., 

: Chicago; Professor and Head, Department 
of Neurology and Neurological Surgery, Uni- 
versity of Illinois College of Medicine 


Intermission to View Exhibits 


Five Years’ Experience with Vagotomy and 
Gastroenterostomy for Duodenal Ulcer 


CnuesTer C. Guy, M.D., F.A.CS., F.I.CS., 
Chicago; Clinical Associate Professor of Sur- 
gery, University f Illinois College of Medi- 
cine; Chief of Surgery, Illinois Central Hos- 
pital; Attending Surgeon, Cook County 
Hospital 

and 


Cart Y. Were M.D., F.1.C.S., Chicago 
Donavp H. Dexter, M.D., Chicago 


The Treatment of Ocular Tumors 


EDMUND B. SPAETH, M.D., F.A.C.S., F.I.C.S., 
Philadelphia; Professor of Ophthalmology, 
Graduate School of Medicine, University of 
Pennsylvania 
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Friday Evening, September 5, 1952 


Convocation 


Chicago Civic Opera House 
Chicago 


ADDRESS 


“Freedom in Medicine” 


THE RIGHT HON. LORD HORDER, G.C.V.O., M.D., B.Sc., 
F.R.C.P. (London), Hon. M.D., Melbourne and Adelaide 


London, England 
Extra Physician to H.M. The Queen; Consulting Physician to St. Bartholomew's 
Hospital; Honorary Adviser to Ministries of Food, Labour and Pensions in H.M. 


Government; Chairman of British Empire Cancer Campaign; Chairman of Empire 
Rheumatism Council; Chairman of Fellowship for Freedom in Medicine. 


Section on Ophthalmology 
and Otorhinolaryngology 


Tuesday, September 2, 1952 


Clinical Meeting 


Chicago Eye, Ear, Nose and Throat Hospital 
231 West Washington Street 


SURGERY AND DRY CLINICS. ROUND CLINIC AND SYMPOSIUM: Hyaloid 
TABLE DISCUSSIONS Membranes 


Oscar B. NucGent, M.D., F.A.C.S., F.1.C.S., 
Chicago; Professor of Ophthalmology, Chi- Otis D. Wotre, M.D., F.LCS., Marshal 
cago Eye, Ear, Nose and Throat College and town, Iowa; Ophthalmologist, Deaconess an | 
Staff St. Thomas Mercy Hospitals 
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OTORHINOLARYNGOLOGY 
AFTERNOON SESSION 
South Ballroom, The Conrad Hilton Hotel 


Presiding: MATTHEW S. Ersner, M.D., F.A.C.S., F.1.C.S., Philadelphia 
Secretary: Henry M. Scueerr, M.D., F.A.C.S., F.1.C.S., New York 


Pharmacologic Principles as Applied to Moderator: 

Crolaryngology MATTHEW ERSNER, M.D., F.A.CS., 
F.I.C.S., Philadelphia; Professor and 
SAMUEL L. Fox, M.D., F.A.CSS., F.LCS., 

ology and Instructor in Physiology, Univer- of of 
sity of Maryland Medical School; Chief, : > 
Department of Otolaryngology and Broncho- Medicine, 
Esophagology, South Baltimore General Hos- 
pital Instructors: 
Maurice H. Cortte, M.D., Chicago 
Hans Von Leben, M.D., Chi 
Management of Maxillo-facial Injuries ann J. an M.D., Chicago 


Hans Victor Von LeEDEN, M.D., F.A.C:S. Vi 

Anatomy from the Artistic Viewpoint in Rela- 

F.LC.S., Chicago; Associate Professor of 

Otolaryngology, Cook County Graduate 

School of Medicine Oscar J. Backer, M.D., F.A.C.S., Chicago; 
Assistant Clinical Professor of Otolaryngol- 
ogy, Division of Maxillo-facial Surgery, Uni- 


STUDY CLUB: Present Status of Submucous versity of Illinois College of Medicine and 
Resection the Illinois Eye and Ear Infirmary 


Wednesday, September 3, 1952 
OPHTHALMOLOGY 
MORNING SESSION 


South Ballroom 
The Conrad Hilton Hotel 


Presiding: Oris D. M.D., F.1.C.S., Marshalltown, Iowa 
Secretary: WILLIAM E. Krewson, III, M.D., F.A.C.S., F.1.C.S., Philadelphia 


The Surgical Management of Hereditary thalmology, Tulane University of Louisiana 
Cataracts School of Medicine and Tulane Graduate 


(Hon.) , New Orleans; Professor of Ophthal- ior Visiting Surgeon, Charity Hospital of 
mology and Chairman, Department of Oph- Louisiana 
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Present Status of Superior Oblique Surgery 


Wa ter H. Fink, M.S., M.D., F.A.CS., 
Minneapolis; Member of Staff, Ophthalmol- 
ogy, Abbott and St. Mary’s Hospitals 


The Management of the Aphakic Patient 


P. McGuire, M.D., Winchester 
Virginia; Ophthalmologist, Winchester Me- 
morial Hospital; Consultant in Ophthal- 
mology, Veterans Administration Center, 
Martinsburg, West Virginia, Charles Town 
Memorial Hospital and Shenandoah County 
Memorial Hospital 


STUDY CLUB: Important Maneuvers in 
Ophthalmic Surgery 


AUGUST, 19: 


Moderator: 


C. Craic, M.D., F.A.C.S., F.1.C.S., 
Reading, Pennsylvania; Chief, Depar:- 
ment of Ophthalmology, St. Joseph s 
Hospital; Medical Director, Berks Coun. 
ty Association for the Blind 


Instructors: 


GeorcE P. Guisor, M.D., Chicago; Asso- 
ciate Professor, Department of Ophthal- 
mology, Northwestern University Medi- 
cal School 


Harvey E. Tuorpe, M.D., F.A.C.S., Pitts- 
burgh; Chief, Department of Ophthal- 
mology, Montefiore Hospital 


LUNCHEON 
Private Dining Room No. 10 
The Conrad Hilton Hotel 


Luncheon Meeting of the Executive Committee 


OTORHINOLARYNGOLOGY 
AFTERNOON SESSION 


South Ballroom 
The Conrad Hilton Hotel 


Secretary: Henry M. Scuerr, M.D., F.A.CS., F.1.C.S., New York 


Causes for Failure in Fenestration Surgery— 
A Follow-up of 3,000 Consecutive Cases 


Grorce E. SHAMBAUGH, JR., M.D., F.A.C.S., 
Chicago; Professor of Otolaryngology, North- 
western University Medical School 


Acoustic Trauma—A Clinical and Experimen- 
tal Study 
Heinrich G. Koprack, Ph.D., M.M., Chi- 


cago; Department of Otolaryngology, Uni- 
versity of Chicago 


ROUND TABLE DISCUSSION: Surgical 
Management of Bilateral Recurrent Laryngeal 
Paralysis 


Moderator: 
To be announced 


Discussors: 

Joun F. Daty, M.D., F.A.C.S., New York: 
Professor of Otolaryngology, New York 
Unversity College of Medicine 

Brien T. Kine, M.D., F.A.C.S., F.1C.S.., 
Seattle; In Charge, Goiter Service, King 
County Hospital; Attending Surgeon, 
Providence, Swedish and Maynard Hoy- 
pitals 

WILLIAM C. THORNELL, M.D., Cincinnati; 
Instructor in Otolaryngology, Unive:- 
sity of Cincinnati College of Medicin:: 
Senior Attending Otolaryngologis', 
Cincinnati General Hospital 
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Henry M. ScuHeer, M.D., F.A.CS., 
F.I.C.S., New York 


Management of Corrosive Oesophagitis 


joHN F. Day, M.D., F.A.C.S., New York; 
Professor of Otolaryngology, New York Uni- 
versity College of Medicine; Chief of Service 
at Bellevue Hospital 


ASSEMBLY PROGRAM 


Leukoplakia as an Entity from the Clinical 
and Histopathologic Points of View 


Joseru L. Bernier, D.D.S., M.S., (Col. D. 
C.) U.S. Army, Washington, D. C.; Director, 
Armed Forces Institute of Pathology; Pro- 
fessor of Oral Pathology, Georgetown Uni- 
versity School of Dentistry; Pathologist to 
Registry of Oral Pathology, American Dental 
Association 


Thursday, September 4, 1952 


OPHTHALMOLOGY 


MORNING SESSION 


South Ballroom 
The Conrad Hilton Hotel 


Presiding: CLARENCE H. ALBAuGH, M.D., F.A.C.S., F.1.C.S., 


Los Angeles 


Secretary: E. Krewson, III, M.D., F.A.C.S., F.LC.S., 


Philadelphia 


The Application of the Machek Operation to 
the Lower Lid for the Relief of Senile 
Entropion 


James LeBensoun, M.D., F.A.C.S., Chi- 
cago; Associate Professor of Ophthalmology, 
Northwestern University Medical School; 
Attending Ophthalmologist to Cook County, 
Veterans, and Mt. Sinai Hospitals 


ROUND TABLE DISCUSSION: Complica- 
tions of Cataract Surgery 


SAMUEL J]. Meyers, M.D., F.A.C.S., Chica- 
go; Professor of Ophthalmology and Chair- 
man of Department of Ophthalmology, 
Chicago Medical School; Senior Attending 
Ophthalmologist, Michael Reese Hospital; 
Consulting Ophthalmologist, Highland Park 
Hospital 


Intra-ocular Acrylic Lenses in Cataract 
Surgery 
Mr. Ruptey, M.A., B.Chir. (Cam- 
bridge) , F.R.C.S. (Eng.) , London, England 


Business Meeting—Entire Ophthalmology and 
Otorhinolaryngology Section 
Presiding: 
MATTHEW S. ERrsner, M.D., F.A.C.S., 
F.1.C.S., Philadelphia 
Secretary: 
Louis Savitt, M.D., F.1.C.S., Chicago 


Report of Sectional Meetings — Bordeaux, 
Barcelona, and Madrid 


Otis D. Wore, M.D., F.I.C.S., Marshall- 
town, Iowa 


LUNCHEON 


_ South Ballroom 
North Assembly Room 


The Conrad Hilton Hotel 
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Luncheon of entire section in honor of foreign guests 
OTORHINOLARYNGOLOGY 
AFTERNOON SESSION 
The Conrad Hilton Hotel 
Presiding: MATTHEW S. Ersner, M.D., F.A.C.S., F.1.C.S., 
Philadelphia 
Secretary: Henry M. Scuerr, M.D., F.A.C.S., F.1.C.S., New York 


partment of Otolaryngology, Strong Memor- 
ial Hospital 


“Your Ear and Noise”—Motion Picture 


Clinical Aspects of Tumors of the Maxillary 
Sinus 


Crypr A. Heatty, M.D., F.A.C.S., Roches- 


ter, New York; Associate Professor of Sur- 
gery in Charge of Otolaryngology, University 
of Rochester School of Medicine; Chief De- 


Shown through courtesy of Committee on 
Noise in Industry of the American Academy 
of Ophthalmology and Otolaryngology 


Tuesday, September 2, 1952 


Plastic Surgery Section 


Conrad Hilton Hotel, Lower Tower 
MORNING SESSION 


Pres:ding: Owens, M.D., F.A.C.S., D.A.B.P.S., F.LCS., 
New Orleans, Louisiana 


Vice-Chairman: CLARENCE R. STRAATSMA, M.D., D.A.B.P.S., 
F.I.C.S., New York, New York 
Secretary: WittiAM Mitton Apams, M.D., F.A.CS., F.I.CS., 
D.A.B.P.S., Memphis, Tennessee 


Lesuiz H. Backus, M.D., F.A.C.S., F.1.C.S., 


(1) Gelatinized Bone — Its Place in Recon- AC. 
D.A.B.P.S., Buffalo, New York; Associate in 


structive Surgery 


Davip Mayer, M.D., F.A.C.S., 
D.A.B.P.S., F.1.C.S., New York, New York; 
Professor of Plastic Surgery, Post Graduate 
School, New York Medical College; Associate 


Surgery, University of Buffalo Medical 
School; Clinical Assistant Surgeon, Chil- 
dren’s and Buffalo General Hospitals; As- 
sistant in Plastic Surgery, Edward J. Meyer 
Memorial Hospital 


Professor of Plastic Surgery and Chairman 
Section of Plastic Surgery, New York Medi- 
cal College and Flower and Fifth Avenue 
Hospital 


(3) A Method of Treating Naso-pharyngeal 
Atresia 
James F. Down, M.D., D.A.B.P.S., St. Louis, 
Missouri; Senior Instructor in Surgery, 5'. 
Louis University School of Medicine; In- 
structor in Oral Surgery, St. Louis Universi’ y 
School of Dentistry 


(4) Congenital Skin Defects 


JAMeEs Burorp JOHNSON, M.D., D.A.B.P.\., 
Beverly Hills, California; Assistant Clinic. 
Professor of Surgery, University of Southein 
California (Plastic Surgery) 
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and 


Witson A. Swanker, M.D., A.I.C.S., New 
York; Instructor in Surgery and Demonstra- 
tor in'Anatomy, New York Medical College; 
Lecturer, Metropolitan School of Nursing; 
Research Fellow, National Foundation for 
Infantile Paralysis, 1948-51 

(2) Ear Reconstruction, Semilunar Knee Car- 

tilage Deep Freeze Preservation — Preliminary 

Report 


| 
I 


VOL. XVIII, NO. 2 


(5) Reconstructive Repair of Trophic Ulcers 


WituiAM Carey M.D., F.LCS., 
).A.B.P.S., Washington, D. C.; Associate in 
Surgery and Chief of Plastic Surgery, George 
Washington University School of Medicine; 
Senior Consultant in Plastic Surgery, Walter 
Reed General Hospital; Senior Attending 
Plastic Surgeon, Gallinger Municipal Hos- 
pital 


(6) The Use of Large Rotation Flaps in the 
‘Treatment of Sacral Decubiti 


Joun W. Gerrigz, M.D., D.A.B.P.S., Mon- 
treal, Canada; Professor of Oral Surgery and 
Lecturer in Plastic Surgery, McGill Univer- 
sity; Director of Plastic Surgery, Queen Mary 
Veterans’ Hospital 


(7) Covering Surface Defects of the 
Extremities 


(1) Developmental Abnormalities of the Head 
and Neck 


G. McEvitt, M.D., D.A.B.P.S., 
F.LC.S., Detroit, Michigan; Regular Staff, 
Harper and Children’s Hospitals, Detroit, 
and Highland Park General Hospital, High- 
land Park; Courtesy Staff, Mount Carmel 
Mercy Hospital, Detroit 


(2) Group Management of Children with 
Cleft Lip and Cleft Deformities 


Lynpon A. PEER, M.D., D.A.B.P.S., F.A.C.S., 
F.1.C.S., Newark, New Jersey; Director, St. 
Barnabas Rehabilitation Center; Past Presi- 
dent American Society Plastic and Recon- 
structive Surgery; Associate Editor, American 
Plastic Journal; American Editor, British 
Plastic Journal 


and 


MicHaEL B. D.D.S., Newark; Or- 
thodontist 

JoHN C. WALKER, JRr., M.D., Newark 

Rosert Hacerty, M.D., Newark 

F. S. HOFFMEISTER, M.D., D.D.S., Newark 


(3) The Early and Late Repair of Traumatic 
Injuries to the Face 


James T. Mitts, M.D., D.A.B.P.S., F.LC.S., 


AFTERNOON SESSION 
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S. BARON Harpy, M.D., D.A.B.P.S., Houston, - 
Texas; Associate Professor of Clinical: Sur-- 
gery (Plastic) , Baylor University College of 
Medicine; Consultant, Plastic Surgery, Vet- 
erans Administration Hospital and Southern 
Pacific Lines 


(8) Elephantiasis of the Extremities: their 
Surgical Treatment 


Dominco Lucca Romero, M.D., M.S.V.C., 
Caracas, Venezuela; Plastic Surgeon, Hospi- 
tal Vargas; Cheif of Plastic Surgery, Serv- 
ice, Instituto Luis Razetti 


Note; Papers limited to 20 minutes; discussion limited 
to 10 minutes; discussion of Papers Nos. 4, 5, 6, 7 and 
8 will be deferred until after paper No. 8 has been 
presented and then discussion will be held upon the 
entire group. 


Dallas, Texas; Clinical Professor of Plastic 
Surgery, Southwestern Medical School, 
Branch. of the University of Texas 


(4) Problems of Fracture of the Facial Bones 
in Children 


WAYNE B. StaAuGHTerR, M.A., M.D., 
D.A.B.P.S., F.1.C.S., Chicago, Illinois; Chair- 
man, Department of Plastic Surgery, Loyola 
University School of Medicine 


(13) Rhinoplasty Using Osteotomes 


C. R. StrAATSMA, M.D., D.A.B.P.S., F.A.C.S., 
F.I.C.S., New York, New York; Assistant 
Professor of Rhinoplastic Surgery, New York 
Medical College; Consultant in Plastic Sur- 
gery, U. S. Naval Hospital, St. Albans, Long 
Island, Veterans Administration Hospital, 
Bronx 


Note’; Discussion of Papers Nos. 9, 10, 11, 12 and 13 
will be deferred until after Paper No. 13 has been 
presented and then discussion will be held upon 
entire group. 


(14) Crush — A Pitfall in Repair of Acute 
Hand Injuries 


WILLIAM H. FRACKELTON, M.D., F:A.C.S., 
Milwaukee, Wisconsin; Assistant Professor 
of Clinical Surgery, Marquette University 
School of Medicine 
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(15) Experience with some Difficult Problems 
of Malignancy in Reconstructive Surgery 


J. WattacE -McNicuot, M. D., M. S., 


AUGUST, 1952 


D.A.B.P.S., F.A.C.S., F.1.C.S., Hamilton, On- 
tario, Canada; Chief Department of Plastic 
Surgery, Hamilton General and St. Joseph's 
Hospitals 


Obstetrical and 
Gynecological Section 


Commemorating the Centenary of Publication of Marion Sims’ 
Treatise on Vesico-Vaginal Fistula 


Tuesday, September 2, 1952 


North Assembly Room 
The Conrad Hilton Hotel 


MORNING SESSION 


Presiding: CHarLes B. Ketty, M.D., Jersey City, New Jersey 
Secretary: E, Stewart Taylor, M.D., Denver, Colorado 


PANEL DISCUSSION: CARCINOMA IN 
SITU 


Moderator: 


E. GAttoway, M.D., Evanston, 
Illinois; Assistant Professor of Gynecol- 
ogy and Obstetrics, Northwestern Uni- 
versity Medical School 


Participants: 


CriypE L. RANDALL, M.D., Buffalo; Pro- 
fessor of Obstetrics and Gynecology, 
University of Buffalo School of Medi- 
cine; Head, Department of Obstetrics 
and Gynecology, Buffalo General Hos- 
pital 


RanpotpH H. Hoce, M.D., Richmond; 
Professor of Gynecology and Chairman 
of the Department, Medical College of 
Virginia 

DonaLtp G. McKay, Boston; Pathologist, 
Boston Lying-in Hospital and Free Hos- 
pital for Women, Brookline 


Carcinoma of the Body of the Uterus 


Warinc G. Cossiz, M.D., Toronto, Canada; 
Associate Professor of Obstetrics and Gyne- 
cology, University of Toronto; Senior Gyne- 
cologist and Obstetrician, Toronto General 
Hospital 


AFTERNOON SESSION 


PANEL DISCUSSION: HYSTERECTOMY 
—ABDOMINAL AND VAGINAL 


Moderator: 


JosepH W. Ketso, M.D., Oklahoma City; 
Clinical Professor of Gynecology, Uni- 
versity of Oklahoma 


Participants: Vaginal 


ALEXANDER A. Levi, M.D., Boston; In- 
structor, Tufts College Medical School, 
Departments of Gynecology and Obste- 
trics; Senior Surgeon, New England 


Medical Center, Gynecology 


AARON E. Kanter, M.S., M.D., Chicago: 
Clinical Professor of Obstetrics and 
Gynecology, University of Illinois; Pro- 
fessor and Chairman, Department o! 
Gynecology, Cook County Graduate 
School 


Abdominal 
Joun W. HurrMan, M.D., Chicago; As. 
sociate Professor of Obstetrics and Gyne- 
cology, Northwestern University Medi- 
cal School 
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Wednesday, September 3, 1952 
MORNING SESSION 


Presiding: Aucust F. Daro, M.D., Chicago 
Secretary: CLaiR M. Carey, M.D., Oak Park 


PANEL DISCUSSION: ANTEPARTUM 
AND POSTPARTUM HEMORRHAGES 


Moderator: CoNnrAp Couns, M.D., New 
Orleans; Professor and Head, Department 
of Obstetrics and Gynecology, Tulane Uni- 


versity of Louisiana School of Medicine 


Participants: 


Antepartum: Early Hemorrhages of Preg- 


nancy 
Epwarp G. Waters, M.D., Jersey City; 


Assistant Professor of Clinical Obstetrics 


and Gynecology, Columbia University 


Antepartum: Late Hemorrhages of Preg- 
nancy 


RAYMOND J. Pier, M.D., Syracuse, New 
York; Professor of Obstetrics and Gyne- 
cology, State University of Syracuse 


The Modern Management of the Placental 
Stage and Postpartum Hemorrhages: 


Epwarp L. Davis, M.D., Chicago; Joseph 
Bolivar De Lee Professor of Obstetrics 
and Gynecology, University of Chicago 
School of Medicine 


Luncheon (P.D.R. #2) 
AFTERNOON SESSION 


Some Problems of Ovarian Function and 
Gonadal Hormones 


BERNHARD ZONDEK, M.D., Jerusalem, Israel; 


Professor of Gynecology and Obstetrics and 
Chief of Hormone Research Laboratory, He- 
brew University Hadassah Medical School 


Urology Section 


Wednesday, September 3, 1952 
West Ballroom 
The Conrad Hilton Hotel 


MORNING SESSION 
Presiding: A. Barrett, M.D., F.A.CS., F.LC.S., 


Pittsburgh 


Secretary: Cyrit Kiock Cuurcu, M.D., F.1.C.S., New York 


SYMPOSIUM: CARCINOMA OF THE 
BLADDER. 


Treatment of Carcinoma of the Bladder 


STOUGHTON F. Wuirte, M.D., F.I.C.S., Kan- 
sas City, Missouri; Urologist, Research Hos- 
pital 

Bladder Carcinoma in Private Practice 


MicHAEL K. O’HEERON, M.D., F.I.CS., 
Houston, Texas; Clinical Professor of Urol- 
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ogy, Baylor University College of Medicine; 
Chief, Section of Urology, St. Joseph’s In- 
firmary and Methodist Hospital 


Bladder Tumors in a Small Clinic 


GeorcE E, Ewe tt, M.D., F.I.C.S., Madison; 
Chief of Department of Urology, Jackson 
Clinic 


Joun J. Mue ter, M. D., Madison; Jackson 
Clinic 
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Radium and X-ray Limitation in Bladder 
Tumors 


Lioyp Lewss, M.D.,, Washington, D. C. 


Intermission to View Exhibits 


Transurethral Resection of Bladder Tumors 


WituramM A. Miner, M.D., F.A.C.S., Al- 
bany; Associate Professor of Urology, Albany 
Medical College 


Palliative Treatment of Inoperable Carcinoma 
of the Bladder 


Jay. J. Crane, M.D., F.A.CS., F.1.C.S., Los 


AUGUST, 1952 


Angeles; Associate Clinical Professor of Su; 
gery (Urology) , University of Southern Cali. 
fornia School of Medicine 


Uretero-Sigmoid Anastomosis in Vesical 
Carcinoma 
Justin J. Corponnirr, M.D., St. Louis, Mis- 
souri; Associate Professor of Clinical Geni- 
tourinary Surgery, Washington University 
School of Medicine 


Uretero-intestinal Anastomosis 


Pror. RAYMOND DarcetT, M.D., Bordeaux, 
France; Professor of Urology, University of 
Bordeaux 


Luncheon (P.D.R. #1) 
Thursday, September 4, 1952 
Presiding: WitLiAM A. Barrett, M.D., F.I.C.S., Pittsburgh 
Secretary: Cyrit Kvock Cuurcu, M.D., F.1.C.S., New York 


SYMPOSIUM: RETROPERITONEAL 

TUMORS 

Pathology of Retroperitoneal Tumors 
M. M. MeEticow, M.D., New York 


Percutaneous Femoral Artery Aortography 


E. Converse Pierce, II, M.D., Baltimore; 
Resident in Surgery, U.S.P.H.S. Hospital 


Partial Nephrectomy 


ANTONIO PUIGVERT-GorRO, M.D., F.I.C.S., 
Barcelona, Spain; Director, Institute of 
Urology; Chief, Department of Urology, 
Hospital de la Santa Cruz y San Pablo 


Subject to be announced 


MANUEL DE LA Rosa Garcia, M.D., Madrid, 
Spain 


Intermission to View Exhibits 


Subject to be announced 
Speaker to be announced 


Surgical Approach to Retroperitoneal Tumors 
Percutaneous Femoral Artery Aortography 


THEODORE: H. Sweetser, M.D., F.A.CS., 
Minneapolis; Clinical Associate Professor of 
Surgery, Division of Urology, University of 
Minnesota Medical School and Graduate 
School of Medicine 


A New Drug in the Treatment of Renal 
Tuberculosis 


Joun K. Lattimer, M.D., Med. Sc.D., 
F.A.C.S., New York; Assistant Professor of 
Clinical Urology, Columbia University Col- 
lege of Physicians and Surgeons and Director, 
Research Unit for Genitourinary Tuberculo- 
sis, Kingsbridge Veterans Hospital 


LUNCHEON 
JUNIOR MEMBERS 
A luncheon meeting for Junior Members of the College will 


be held on Wednesday, September 3, from 11:00 a.m. to 2:00 
p-m. in the Lower Tower of The Conrad Hilton Hotel. 
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Orthopedic Section 


Thursday, September 4, 1952 


ASSEMBLY PROGRAM 


MORNING SESSION 
Private Dining Room No. 2 


The Nylon Prosthesis in the Surgical Treat- 
ment of Some Hip Disabilities 


FREMONT A. CHANDLER, M.D., F.A.C.S., 
F.I.C.S., Chicago; Professor of Orthopedic 
Surgery, University of Illinois School of 
Medicine; Senior Attending Orthopedic Sur- 
geon, St. Luke’s Hospital 


Newer Prostheses for Arthroplasty of the Hip 
and Fusion of the Hip Joint 


HAMPAR KELIKIAN, M.D., F.A.CS., F.1.CS., 
F.R.S.M. (Eng.) ; Assistant Professor of Bone 
and Joint Surgery, Northwestern University 
Medical School; Senior Attending Ortho- 
pedic Surgeon, Wesley Memorial Hospital; 
Consultant in Orthopedics, St. Bernard’s 
Hospital 


Complications of Fractures of the Hip, Treated 
by Mold Arthroplasty 


M. N. SMITH-PETERSEN, M.D., F.A.C.S., 
Boston; Formerly Clinical Professor of Or- 
thopedic Surgery, Harvard Medical School 
and Chief of Orthopedic Service, Massa- 
chusetts General Hospital 


DISCUSSION 


Consideration of Tennis Elbow, with Manage- 
ment in Chronic Cases by Partial Synovial Re- 
section in the Elbow Joint 


IRvinG E. HEeNpryson, M.D., F.A.C.S., Den- 
ver; Assistant Clinical Professor of Surgery, 
University of Colorado School of Medicine; 
Attending Orthopedic Surgeon, Denver Gen- 
eral Hospital; Consultant in Orthopedics, 


The Conrad Hilton Hotel 


Presiding: Epwarp L. Comprre, M.D., F.A.C.S., F.I.C.S., Chicago 
Secretary: CaRto S. Scupert, M.D., F.A.C.S., F.1.C.S., Chicago 


AFTERNOON SESSION 


Pathomechanics of the Hip Joint 


ARTHUR STEINDLER, M.D., F.A.C.S., F.I.C.S., 
Iowa City; Professor Emeritus of Orthopedic 
Surgery, State University of Iowa Medical 
School, and Chief Orthopedic Surgeon, 
Mercy Hospital 


Treatment of Slipping of the Upper Femoral 

Epiphysis 
M. Becketr HowortH, M.D., F.A.CS., 
New York; Clinical Professor of Orthopedics, 
New York University Postgraduate Medical 
Center; Consultant in Orthopedics, Roose- 
velt Hospital; Northern Westchester Hos- 
pital, White Plains; Greenwich Hospital, 
Greenwich, Connecticut 


Internal Derangements of the Temporo- 
Mandibular Joint 


H. Kenrick M.B., F.R.CS. 
(Eng.), F.R.A.C.S., F.R.S.M. (Eng.), 
F.I.C.S., Wanganui, New Zealand; Ortho- 
pedic Surgeon, Wanganui Hospital 


DISCUSSION 


Veterans Administration Hospital and Na- 
tional Swedish Sanatorium 


Recurrent Dislocation of the Shoulder 


PIETER LeEGuiT, M.D., F.I.C.S., Amsterdam, 
The Netherlands; Assistant Professor of Gen- 
eral Surgery, University Clinic, Binnengas- 
thuis 
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Fundamentals in Scoliosis 


JoserH C. Risser, M.D., Pasadena; Asso- 
ciate Professor of Orthopedics, College of 
Medical Evangelists; Senior Attending Or- 
thopedic Surgeon, Los Angeles County Hos- 
pital, Los Angeles; Consultant in Ortho- 
pedics, White Memorial Hospital, Los An- 
geles, and Huntington Memorial Hospital, 
Pasadena; Staff, St. Luke’s Hospital, Pasa- 
dena, and Sister Kenny Hospital, El Monte 


DISCUSSION 


Orthopedic Treatment of Acute and Sub-acute 
Poliomyelitis by Early Stretching with the Aid 
of Curare 


Victor RaAIsMAN, M.D., F.I.C.S., New York; 
Assistant Clinical Professor of Orthopedic 
Surgery, New York Medical College; Visiting 
Orthopedic Surgeon, Queens General Hos- 
pital, Jamaica; Assistant in Orthopedics, 
Jamaica Hospital; Consultant in Orthoped- 
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ics, Veterans Administration Hospital, Lyons, 
New Jersey and Kew Gardens General Ho:- 
pital, New York 

and 


JuLius SCHNEIDERMAN, M.D., Forest Hills, 
New York 


Medullary Pinning of Fractures of the Femur 
by Semi-Open Reduction 


V. Rusu, M.D., Meridian, Missis- 
sippi; Surgeon, Rush Memorial Hospital 


Fat Embolism—Its Relationship to 
Intramedullary Nailing 


S. Scuperi, M.D., F.A.C.S., F.I.C.S., 
Chicago; Associate Professor of Surgery, Uni- 
versity of Illinois School of Medicine and 
Professor of Surgery, Cook County Post- 
graduate School; Senior Attending Surgeon 
at Cook County and St. Elizabeth’s Hos- 
pitals 


DISCUSSION 


meetings and to the exhibits. 


Desk. 


Assembly Information 


e Hotel Reservations—See back cover. 


e Registration, Monday, 2:00 p.m. through Friday, 3:00 p.m., 
September 1-5, Conrad Hilton Hotel, Chicago. 


Advance registration (on Monday) will save your time. 


e Admission by badge only to all scientific Assemblies, section 
Present your I. C. of S. member- 
ship card to expedite registration. Registration fee, $5.00. 

Bona fide doctors of medicine serving as residents and interns, 
if vouched for by written card or ietter by the superintendent of 
their hospital or by an officer of the College, will be registered 
as guests. There will be no registration fee for professors of basic 
sciences related to surgery who are attending the Allied Science 
session, nor for operating room nurses who are attending the 
sessions for this group. Please present credentials at Registration 
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Tuesday, September 2, 1952 


ALLIED SCIENCE SECTION 


Dining Room No. 12 
The Conrad Hilton Hotel 


Under the chairmanship of ARTHUR C. GUYTON, M.D., Pro- 
fessor and Chairman of the Department of Physiology and Bio- 

hysics, University of Mississippi School of Medicine, a session 
will be held from 2:00 to 5:00 o’clock on Tuesday afternoon for 
teachers of the sciences allied to surgery. This session is being 
planned for members of the newly organized Allied Science Sec- 
tion of the United States Chapter of the International College 
of Surgeons, and others who are interested in the teaching of 
and latest developments in the related sciences. 


Tuesday and Wednesday, September 2 and 3, 1952 


SESSIONS FOR OPERATING ROOM NURSES 


In cooperation with the Chicago Association of Operating Room 
Nurses, the International College of Surgeons is sponsoring, as 
part of the Seventeenth Assembly, sessions and demonstrations 
for operating room nurses. Sessions will be held at the hotel on 
Tuesday morning, September 2, from 11:00 A.M., to 12:15, and 
on Tuesday afternoon from 2:00 to 5:00 o'clock. 


On Wednesday, September 3, DR. CARL W. WALTER of 
Peter Bent Brigham Hospital in Boston, will conduct demon- 
strations of aseptic technique in the large surgical amphitheater 
at Cook County Hospital. Advance plans call for both morning 
and afternoon sessions. Operating room personnel, and inter- 
ested surgeons, from hospitals throughout the country, are invited. 


On Wednesday evening, in Private Dining Room No. 2 at the 
hotel, a Problem Clinic on operating room problems will be held, 
with a panel consisting of Dr. Walter, a local surgeon, a hospital 
administrator, and an operating room supervisor. 


The chairman of the sessions for operating room nurses is Dor- 
othy A. Schmidt, Operating Room Supervisor at Billings Hospital, 
Chairman of the Operating Room Nurses’ Section of the Nurses’ 
Association. 
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SCIENTIFIC MOTION PICTURE PROGRAM 
(Tentative) 


Tuesday, Wednesday, Thursday and Friday 
SEPTEMBER 2, 3, 4 and 5, 1952 


North Lounge 
Conrad Hilton Hotel 


Committee 


Pure TuHorek, M.D., F.A.C.S., F.I.C.S., Chairman 
ARKELL M. Vaucun, M.D., F.A.C.S., F.I.C.S. 
Jerome J. Moses, M.D., F.I.C.S. 
M. Matter, M.D., A.I.C.S. 


The motion picture theater will be in continuous operation from 
10:00 a.m. to 12 noon and 2:00 p.m. to 5:00 p.m., Tuesday through 
Friday. Each film will be shown twice during this period. The schedule 


will be published in the final program. 


Repair of a Postoperative Ventral Hernia..................... 
KENNETH SAWYER AND J. R. SPENCER 


Radical Neck Dissection..................... Frank M. LAHEY 
Splenectomy for Congenital Hemolytic Anemia....C. S. WeLcu 
Primary Hyperparathyroidism....J. W. BAKER AND R. P. PrLtow 
Uretero-Arachnoid Anastomosis............ Donatp D. Matson 


Abdominoperineal Resection for Carcinoma of the Rectum...... 
Ricuarp B. 


Mitral J. L. Mappen 
Bronchiogenic Carcinoma........... VETERANS ADMINISTRATION 
One Stage Right Hemicolectomy............... W. McMILian 
Partial Nephrectomy in Renal Tuberculosis... . . J. K. Lattimer 


Surgical Approaches to the Wrist Joint..................... 
VETERANS ADMINISTRATION 


Excision of Thyro-Glossal Duct Cyst.......... C. BAUMGARTNER 
Skeletal Pinning and External Fixation of Fractures........... 

Radical Groin J. M. Farris 


Radical Mastectomy for Carcinoma of the Breast.............. 
..H. C. Dopson, Jr. 


Treatment of Fractures of the Hip.......... Frep H. ALBEE, Jr. 


Transabdominal Total Gastrectomy with Esophagoduodenostomy 


Thoracolumbar Sympathectomy............ J. Norman O’NEILL 


AUGUST, 195. 
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General News Notes 


Albee Lectures Inaugurated: At the 
essler Institute for Rehabilitation, on Oct. 
10, 1952, Dr. Ludwig Guttmann, Director of 
‘he Spinal Injuries Centre at Stoke Mande- 
ville, England, will deliver the first Fred H. 
Albee Annual Lecture. Dr. Guttmann will 
-peak on “Rehabilitation of the Paraplegic.” 

In connection with this lecture the Kessler 
institute is planning a full day conference, 
‘9 which. physicians are invited, on the re- 
;abilitation of paraplegics. The afternoon 
program will consist of panel discussions on 
various phases of the rehabilitation of this 
severely handicapped group. 

The Fred H. Albee Annual Lecture on Re- 
habilitation commemorates the achievements 
of the orthopedic surgeon whose discoveries 
make possible orthopedic surgery as it is 
known today. Among the late Dr. Albee’s 
contributions to medicine was the bone graft 
procedure. Dr. Albee, who was deeply inter- 
ested in the rehabilitation of the physically 
handicapped, was a founder and first medical 
director of the New Jersey Rehabilitation 
Commission. 

Dr. Guttmann was selected by the institute 
to inaugurate this series because of his con- 
tributions to rehabilitation. He is a world- 
renowned neurologist and expert in para- 
plegia. As Director of the Ministry of Pen- 
sions’ Stoke Mandeville Spinal Injuries Cen- 
tre, Dr. Guttmann supervises the largest or- 
ganization of its kind in England and the 
Commonwealth. He is also neurologic con- 
sultant to the Oxford Regional Hospital Board 
and advisor to the World Veterans Federa- 
tion. Dr. Guttmann is a member of the Royal 
College of Physicians. In 1950 he received 
the Order of the British Empire. 

The entire morning will be devoted to Dr. 
Guttmann’s talk and a discussion of it. After 
luncheon,..the following panels will be held: 
Neurology, with Donald Munro, M.D., as 
chairman and Arthur S. Abramson, M.D., 
as secretary Plastic Surgery, with Herbert 
Conway, M.D., as chairman and Jerome Golb, 
M.D., as secretary; Urology, with Herbert 
Talbot, M.D., as chairman and Mortimer 
Reich, M.D., as secretary, and Rehabilitation 
and Physical Medicine, with Howard A. Rusk, 
M.D., as chairman and Henry H. Kessler, 
M.D., as secretary. 

The program will begin at 10:00 a.m. with 


registration and conclude at 5 p.m. Physicians 
desiring to attend the conference should com- 
municate with the Kessler Institute for Re- 
habilitation, Pleasant Valley Way, West Or- 
ange, New Jersey. 


International Congress of Physicians: 
Subjects to be dealt with at the International 
Congress of Physicians convened by the In- 
ternational Van Swieten Society, to be held 
in Salzburg, Austria, September 4 and 6, 
1952, are as follows: 

First main theme: 
Pain and the Fight Against Pain 
Dr. O. Friberg, Stockholm: Modern Anes- 
thetics and the Auxiliaries 
Dr. Stransky, Vienna: The Psychology and 

Psychotherapy of Pain 
Dr. O. Schumann Innsbruck: Treatment of 

Pain by Medical Remedies 
Dr. Kowarschik, Vienna: Fighting Pain by 

Physical Therapy 
Dr. Pape, Vienna: X-Ray Pain Therapy 
Dr. Krayenbiihl, Ziirich: The Surgical Aspect 

of the Fight Against Pain 
Dr. Mandl, Vienna: Curative Anesthetics 

Second main theme: 
Cortisone and ACTH 
Prof. Dr. Liebegott, etc., Freiburg, Germany: 

Hypothesis, Pathology and Its Bearing on 

the Adrenal System 
Prof. Dr. Lauda, Vienna: The Clinical Uses 

of Cortisone and ACTH 
Prof. Dr. Fellinger: Rheumatic Diseases and 
the Effect on Them of Cortisone and ACTH 
Prof. Dr. Freud, New York: Reticuloedotheli- 
oses 

Announcements of further lectures on 
other special subjects will be added on notifi- 
cation. 


Seventeeth International Congress of Oph- 
thalmology: The Seventeenth International 
Congress of Ophthalmology will take place 
at the Waldorf-Astoria Hotel in New York 
City during the week beginning Sept. 12, 
1954, ninety-seven years after the First In- 
ternational Congress, which was held in Brus- 
sels in 1857. This will be the second time in 
seventy-eight years that the Congress has 
been held in the United States, the previous 
meeting being the Fifth Congress, held in 
New York in 1876. The last meeting was held 
in London in 1950. 
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The meetings of the International Congress 
take place every four years except for inter- 
ruptions caused by wars. They are conducted 
under the authority of the International Fed- 
eration of Ophthalmological Societies, one of 
the oldest of all international organizations. 
The broad aim of the Federation, which is 
composed of delegates sent by ophthalmologic 
societies of many countries, is to promote the 
science of ophthalmology throughout the 
world. 

Dr. Bernard Samuels of New York will 
serve as president of the Seventeenth Inter- 
national Congress, with Dr. John H. Dunning- 
ton, also of New York, as vice-president, and 
Dr. William L. Benedict of Rochester, Min- 
nesota, as secretary general. 

The invitation to the Congress to meet in 
this country was the joint action of four 
national groups: the American Ophthalmolog- 
ical Society, the Section on Ophthalmology of 
the American Medical Association, the Asso- 
ciation for Research in Ophthalmology, and 
the American Academy of Ophthalmology 
and Otolaryngology. 

The annual meeting of the American 
Academy of Ophthalmology and Otolaryngolo- 
gy is tentatively planned to take place at the 
Waldorf-Astoria Hotel the week following the 
Seventeenth International Congress. 

Those who wish to present dissertations or 
to participate in discussions should communi- 
cate with the secretary general. English, 
French and Spanish are the official languages 
of the Congress, but any language may be 
used. Communications should not be longer 
than 2,500 words and will be read in abridged 
form. On submission each paper should be 
accompanied by a résumé of about 250 words 
in each of the three official languages. Papers 
published prior to the meeting of the Con- 
gress are not acceptable. The Publication 
Committee reserves the right of rejection. 

Scientific and clinical demonstrations will 
be scheduled, and there will be scientific and 
industrial exhibitions. 

It is hoped that this meeting will be as 
stimulating as previous Congresses. Delegates 
from more than fifty countries are expected. 

Further information will be published from 
time to’ time. All correspondence should be 
directed to Dr. William L. Benedict, Secretary 
General, 100 First Avenue Building, Roches- 
ter, Minnesota. 


American Society of Plastic and Recon- 
structive Surgery to Meet in September: 
The twenty-first annual meeting of the 
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American Society of Plastic and Reconstruc- 
tive Surgery will be held at the Waldorf- 
Astoria Hotel, New York City, September 2: 
and 30 and October 1 and 2, Monday through 
Thursday. A registration desk will be in op- 
eration on Sunday, September 28. The meet- 
ing of the Society will follow the meeting of 
the American College of Surgeons (Septem- 
ber 22 to 26). 

Mr. Anthony M. Ray, Front Office Man- 
ager, The Waldorf-Astoria Hotel, New York 
City, will accept reservations beginning Fri- 
day, September 26, for those attending the 
meeting of the Society. For those who plan 
to attend the meeting of the College, reserva- 
tions must be made through the Housing Bu- 
reau as outlined in the announcement by the 
College. 

Dr. William G. Hamm, 384 Peachtree 
Street, N. E., Atlanta, Georgia, is Program 
Chairman for the meeting. Titles and ab- 
stracts in triplicate of papers to be presented 
should be sent directly to Dr. Hamm at the 
earliest possible moment. Presentations from 
the Candidate Group are also invited. 


Deadline for Cerebral Palsy Award: The 
Louis Lefkoe Memorial Foundation announces 
that its $500 prize competition for the most 
worth while original contribution to the medi- 
cal knowledge of cerebral palsy is approach- 
ing the deadline. All papers must be submitted 
on or before Sept. 1, 1952. 


Gynecological Meeting in Munich: The 
twenty-ninth meeting of the Deutschen Gesell- 
schaft fur Gynakologie will be held from 
October 7 to October 11 in Munich, Germany, 
with headquarters at the German Museum. 
The preliminary program, which _ includes 
contributions by distinguished gynecologists 
of Germany, Switzerland and Sweden, indi- 
cates a highly worth-while conference. 


New Chemical Research Program at Mel- 
lon Institute: Parke, Davis & Company, De- 
troit, Mich., is the donor of a new multiple 
fellowship at Mellon Institute, Pittsburgh, 
just announced by the Institute’s President. 
E. R. Weidlein. This Fellowship will carry on 
long-range investigations in synthetic organic 
chemistry, with general emphasis on chemo- 
therapy and particular emphasis on the prep- 
aration of compounds for combating viruses 
and tumors. 

The Fellowship, which had its inception on 
July 15, is headed by Dr. Alexander M. Moore, 
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Administrative Fellow, since 1946 a Parke 
Davis specialist in the synthesis of potential 
drugs and in the classification of organic 
compounds. On his staff are three Senior 
Fellows Drs. Robert S. Tipson, Alice G. Ren- 
frew and Marcus S. Morgan. Pauline C. 
Piatt is a Fellow, and in the relatively near 
future several other scientists and assistants 
will be added to the group. A wide field is 
open to the Fellowship for productive work 
in collaboration with Parke, Davis & Company 
and its strong research organization. 


European Symposium: The International 
Union of. Nutritional Sciences announces a 
European Symposium on the theme “Present 
Problems in Nutritional Research,” to be 
held in Basle, Switzerland, Oct. 1-4, 1952. 
The local organizer is Prof. F. Verzar, Phys- 
iological Laboratory, the University, Basle, 
Switzerland. The program as outlined is as 
follows: 

First Day — Wednesday, October 1 
9:00-9:15 a.m.—Opening of the Symposium 
9:15-10:00 a.m.—Dr. J. Trémoliéres (Chef de 

la Section de Nutrition, Institut National 

d’Hygiéne, Paris 16) 

Choix des aliments 
10:00-10:15 a.m.— Break 
10:15-11:00 a.m.—Prof. Dr. Artturi I. Vir- 

tanen (Biochemical Institute, Helsinki) 

The Basis of Natural Foodstuffs for Nu- 

trition 
11:00-12:30 p.m.—Discussion 
3:15-4:00 p.m.—Prof. Dr. E. Crasemann (In- 

stitut fiir Haustierernihrung, E.T.H., 

Ziirich) 

Nahrungsbedarf der Haustiere vem en- 

ergetischen Standpunkt aus 
4:00-4:15 p.m.—Break 
4:15-5:00 p.m.—Dr. D. P. Cuthbertson (Di- 
rector of Rowett Research Institute, Bucks- 
burn, Aberdeenshire) 
Microbiology of Digestion, with Particu- 
lar Reference to Farm Animals 
5:00-6:00 p.m.—Discussion 

Second Day — Thursday, October 2 
9:15-9:45 am.—Prof. Dr. E. J. Bigwood 

(Université Libre de Bruxelles, Lab. de 

chimie physiol. et de la nutrition, Bruxelles) 

Free and Combined Amino Acids in 

Foodstuffs 
9:45-10:15 a.m.—Prof. Dr. K. Lang (Phys- 
iolog.-chem. Inst. der Universitat, Mainz) 

Wertverminderung von Eiweiss durch 

Erhitzen und Konservieren 
10 :15-10 :30 a.m.—Break 


GENERAL NEWS NOTES 


10:30-11:00 a.m.—Prof. Dr. K. Bernhard 
(Physiol.-chem. Inst. der Universitat, 
Basle) 
Leberverfettungsverhindernde Faktoren 
der Nahrung 
11:00-12:30 p.m.—Discussion 
3:00-3:30 p.m.—Prof. Dr. K. Thomas (Dir. 
der Med. Forschungsanstalt der Max 
Planck-Ges., Géttingen) 
Fiitterungsversuche mit synthetischen 
Fettsdéuren 
3:30-4:00 p.m.—Prof. Dr. O. Hégl (Eidg. 
Gesundheitsamt, Bern) 
Antioxydantion zur Verhinderung der 
Fettverderbnis 
4:00-4:15 p.m.—Break 
4:15-5:00 p.m.—Prof. Dr. E. Abramson (Na- 
tional Institute of Public Health, Tomte- 
boda, Sweden) 
Addition to Foods Including Contamina- 
tions with Toxic Substances 
5:00-6:00 p.m.—Discussion 
Third Day — Friday, October 3 
9:15-10:00 am.—Prof. Dr. H. D. Cremer 
(Physiol.-chem. Inst. der. Universitat, 
Mainz) 
Mineralien als Nahrungsbestandteile 
10:00-10:30 a.m.—Prof. Dr. V. Demole (Phar- 
makolog. Inst. der Universitat, Lausanne) 
Le Fluor dans l’alimentation mode d’ac- 
tion, effet anticarie 
10:30-10:45 a.m.—Break 
10 :45-12:30 p.m.—Discussion 
3:00-3:45 p.m.—Dr. L. J. Harris (Director, 
Dunn Nutritional Laboratory, University 
of Cambridge) 
Vitamins and Their Practical Significance 
3:45-4:30 p.m.—Prof. Dr. H. Dam (Biol. De- 
partment, Technical Highschool, Coben- 
havn) 
Manifestation of Vitamin-E Deficiency 
and the Mode of Action of Vitamin E 
4:30-5 :30-p.m.—Discussion 
Fourth Day — Saturday, October 4 
9:15-10:00 a.m.—Dr. S. J. Folley (National 
Institute for Research in Dairying, Shin- 
field, Reading) 
The Use of Hormones for Nutrition 
10:00-10:15 a.m.—Prof. Dr. A. B. L. Beznak 
(Physiological Institute, Birmingham) 
Fat Diets, Work and Growth 
10:15-10 :30 a.m.—Break 
10 :30-12 :30 a.m.—Discussion 


* 2:15-3:00 p.m.—Dr. W. R. Aykroyd (Director, 


Nutrition Division, Food & Agriculture 
Organization of the United Nations, Rome) 
[Subject to be announced later] 
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Yearly Surgical Digest. By Richard A. 
Leonardo. New York: Froben Press, Inc., 
1951. Pp. 293. 

This volume is a series of brief summaries 
of new developments in surgery. It is written 
by a general surgeon for the general surgeon. 
The subjects are arranged in alphabetical or- 
der. They are handled briefly and concisely, 
yet with enough detail to give reader a 
“bird’s-eye view” of what is new in surgery 
for the year 1950. There has been a need 
for this type of volume, owing to the advent 
of more material than the average general 
surgeon has time to read. This is truly the 
Reader’s Digest of Surgery. It is recom- 
mended for all surgeons, senior medical stu- 
dents and surgical residents. 

JEROME J. MOSES, M.D. 


Cellular Changes with Age. By Warren 
Andrew. Springfield, Ill.: Charles C Thomas, 
Publisher, 1952. 

Dr. Andrew’s brief monograph reviews 
progress to date concerning the effects of 
aging on the cells and tissues. It is a rapid 
synoptic view, starting with the protozoa, in- 
dicating the wide gaps in our knowledge 
about many organisms, and finally discussing 
individual tissue systems in man and the 
higher vertebrates. 

The author is of course concerned with post- 
ponement of senescent changes where they are 
conspicuous, as in the cardiovascular system 
and the eye, as well as where they are more 
obscure. This is his justification for consider- 
ing the separate tissue systems. 

These chiefly head up under nervous, muscu- 
lar, skeletal, fibrous and connective tissue, 
glandular epithelium, surface epithelium, and 
blood. 

The approach, says the author, “is primarily 
anatomical, that is, we are speaking of visible 
structural alterations.” To illustrate this ap- 
proach, he has included 32 slides and several 
drawings. 

He warns against oversimplifying senile 
changes under any such general concept as 
“degeneration.” Actually, the changes vary 
greatly with different types of cells. There 
has been some success, however, in the search 
for general patterns within types of tissue 
as well as tissues in general. Cited here is 


evidence of a differential calcium turnover 
in young and old animals, detected by use of 
calcium-45. There is also evidence of a meta- 
bolic cycle in the senescent, which, however, is 
reversible with hormones and careful nutri- 
tion. Such treatments may retard the degen- 
erative processes. All of this is timely both 
for the medical man and for the surgeon. 

Incidentally, Dr. Andrew effectively reminds 
surgeons of their debt to fundamental science, 
and particularly to anatomy, the backbone of 
surgery. It is perhaps to be regretted that 
anatomy has been overshadowed of late by 
advances in antibiotics, anesthetics, and etio- 
logic knowledge. Nevertheless, who will deny 
that the better the anatomist, the better the 
surgeon? We cannot afford to be unaware of 
the type of research Dr. Andrew reviews here 
so ably and concisely. 

The monograph also includes an excellent 
bibliography. 

M. T. 


Jewish Medicine. By Solomon R. Kagan. 
Boston: Medico-Historical Press. Pp. 575. 

This new volume by a well-known scholar, 
medical historian and retired physician well- 
versed in Biblical and Talmudic literature, is 
published on-the occasion of the sixtieth birth- 
day anniversary of its author, under the 
auspices of a committee of his friends, col- 
leagues and admirers. Among the members 
of this committee are Drs. Isaac Abt, Iago 
Galdston, Reuben L. Kahn, David I. Macht, 
Morris Fishbein, Joseph H. Pratt, Walter 
Pagel, Max Thorek, Israel S. Wechsler, and 
Professors Felix Mandl, Bernhard Zondek, 
Bruno Kisch, Albert Einstein, Simon van 
Creveld, Arturo Catiglioni, Max Neuburger, 
George Sarton (Harvard) ; Ludwig F. Meyer, 
and Louis Finkelstein. 

The 575 pages of this work contain much 
historical and biographical material of great 
interest, not available in the many books pre- 
viously published. Although several excellent 
works on historical medicine have been pub- 
lished by Garrison, Castiglioni, Brim, Mettler. 
Robinson, Park, Preuss, Singer, Hartzog. 
Libby, Haagensen and Lloyd, Friedenwald. 
Riesman, Hirsch and others during the pas: 
twenty-five years, none of these have included 
or touched the many biographic sketches tha‘ 
appear here for the first time. 
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This tedious and difficult labor of love has 
required much research and great effort on 
the part of the author, who has done the work 
under considerable physical handicaps, after 
a serious illness necessitating his retirement 
active general practice. 

Jewish Medicine is a useful book to have 
‘or ready reference. It is recommended to 
JL libraries, historians, physicians and schol- 
ars interested in historical, cultural and bio- 
vvraphical medicine. Among the sections are 
Medieval Jewish Medicine; The Renaissance 
eriod; Modern Jewish Medicine (Pages 142- 
64). 

HyMAN I. GOLDSTEIN, M.D. 


Acta Orthopaedica Scandinavica, Fasc. 3, 
Vol. XXI. 

This journal carries an interesting review 
of the studies of Harald Brodin and reports 
on his reexamination of 365 patients after 
resection of the knee joint for tuberculosis. 

The article is well illustrated and good 
tables of statistical data are included. His 
article is well summarized. 

Another article, by Carl Hirsch, covers the 
controversial subject of surgical intervention 
for paravertebral tuberculosis abscesses. In 
14 cases good results were obtained. The 
method of treatment, including the preopera- 
tive and postoperative drugs used, is given. 

A third article, by Olov Lindahl, “Tuber- 
culosis of the Great Trochanter with Special 
Reference to the Treatment by Chemothera- 
peutics,” which covers not only the medical 
treatment but some surgical treatment, makes 
interesting reading. 

A fourth article, by Gosta Kollberg, “An 
Unusual Case of Tuberculosis of the Knee 
Joint” is well illustrated, well discussed and 
worth reading. 

The last article, “Chronic Pyogenic Spon- 
dylitis—Tuberculous Spondylitis,” by Ivar 
Alvik, summarizes a comparison of 32 pa- 
tients with chronic pyogenic spondylitis and 
507 patients with tuberculous spondylitis. 

After the study was completed it was found 
that, with one exception, all methods of dif- 
ferential diagnosis failed to distinguish be- 
tween the two conditions. This was achieved 
only by demonstration of tubercle bacilli in 
the products of inflammation. 

Failure to find tubercle bacilli in the re- 
peated cultures and inoculation tests made it 
mandatory to continue the diagnosis of tu- 
berculosis as outlined in this work. 

This issue of the journal covers pages 155 


NEW BOOKS 


to 242, both inclusive. The magazine is issued 
under the editorship of Sten Friberg in Stock- 
holm and published by Ejnar Munksgaard, 
Kobenhavn 1951. 

HorRACE E. TURNER, M.D. 


Fractures and Joint Injuries. By L. Wat- 
son Jones, Baltimore: Williams & Wilkins 
Co., 1952. 4th ed., vol. 1. Pp. 443, with 709 
illustrations. 

This work deals with the repair of frac- 
tures; the causes of delayed union and non- 
unions; the causes of adhesions and joint 
stiffness and methods of preventing them. 

The author discusses at some length the 
cause of myositis ossificans and various 
phases of avascular necrosis of bone as it 
occurs after trauma to various bones in the 
body. Vascular injuries are clearly discussed, 
together with their effects and appropriate 
methods of treating their sequelae. 

Chapter 7, on nerve injuries, is well writ- 
ten and clearly shows the author’s vast ex- 
perience with war wounds. There is also an 
interesting chapter on clinical and radio- 
graphic diagnosis, followed by methods of 
manipulative reduction of fractures and their 
immobilization by various technics. He gives 
a rather good summary of the various meth- 
ods used in the operative reduction of frac- 
tures. Many of the colored illustrations are 
outstanding. 

In a chapter on the reactions of bone to 
metal Watson-Jones thoroughly discusses the 
shock, stress and adaptation syndrome, which 
so many surgeons overlook when they are 
treating fractures. 

One of the longer chapters deals with bone 
fractures and joint wounds. The author dis- 
cusses many methods of treatment and gives 
some nice illustrations of how these wounds 
can be treated. Here, again, his color plates 
are excellent. The paragraph on bone trans- 
plantation is well worth reading. 

Part Two of the book covers unusual frac- 
tures such as those due to stress or strain, 
or those occurring at birth or as the result of 
pathologic bone lesions. The chapter is well 
illustrated with many plates made from actual 
roentgenograms, and the color plates supple- 
menting the chapter are excellent. 

This book should be in the library of every 
surgeon who treats fractures and diseases 
of bone. It is written in a pleasant, readable 
style. 
HORACE E. TURNER, M.D. 
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Roentgen Manifestations of Pancreatic 
Disease. By Maxwell Herbert Poppel. Spring- 
field, Ill.: Charles C Thomas, Publisher, 
1951. Pp. 389." - 

It is good fortune for surgeons and roent- 
genologists, as well as for Dr. Poppel and his 
publisher, that this treatise on roentgen 
manifestations should appear at the present 
time. In the technic of attacking the pancreas, 
surgery has progressed to a position never 
dreamed of since Roentgen’s great contribu- 
tion to the understanding of morbid changes. 
In particular, modern radical resection of 
carcinoma of the head of the pancreas has 
given the roentgenologist new opportunities 
and responsibilities in the recognition of 
early lesions. 

Dr. Poppel’s contribution also comes at a 
moment when a fuller realization prevails of 
the hepatic-biliary role in pancreatic func- 
tion and vice versa. The profession can’ now 
put to practical use its knowledge of the cor- 
relation and interactivity of liver and pan- 
creas in both the normal and the pathologic 
state. 

Hence the timeliness of a book that calls 
attention to the roentgen changes. Hence, 
also the circumstance that the present re- 
view appears over the signature of a surgeon 
rather than a _ radiologist. Everyone, of 
course, will admit that the surgeon has a 
right and duty to be conversant with the 
roentgen image in the presence of either well- 
known or obscure diseases. Still, this reviewer 
might have yielded to a more prudent im- 
pulse and entrusted the task to his radiologist, 
if he had not been conscious that by so doing 
he might well rob himself of important 
knowledge. 

Dr. Poppel makes clear immediately the 
challenge of roentgenologic study of the 
pancreas: despite the importance of this or- 
gan, it is impossible to visualize it directly 
except in a few conditions—such as calculi. 
At the same time, frank symptoms are not 
evident until late stages of pancreatic disease, 
owing partly to the large physiologic reserve 
of the pancreas and to its location. The pan- 
creas is thus a “silent area” clinically as 
well as radiologically. The result is that, in 
spite of- the attendant difficulties, roent- 
genologic procedures remain the best method 
of diagnosis, and hence the technic must be 
mastered. A further result is that in a 
peculiar sense, roentgenologic study of the 
pancreas is roentgenologic study of the sur- 
rounding organs, most of which are readily 
opacified. 
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The author is thus initially concerned wit): 
anatomy, and devotes a chapter each to the 
anatomy of the pancreas and that of the 
duodenum. In this connection he points out 
the roentgenologist’s great contributions to 
understanding of the anatogmy of the living 
organism as based on the position of the in- 
ternal organs. By permitting visualization of 
the organs in the living, active organism, 
the roentgen image has been the means of 
uniting antomy and physiology. With the ex- 
ception of exploratory surgery, no field of 
knowledge provides an equal understanding 
of the anatomy of the pancreas in the living 
subject. 

A detailed chapter on methods of examina- 
tion is included, suggesting forms for record- 
ing data. There also is a general chapter on 
types of roentgen manifestations, followed 
by the main substance of the treatise, the 
chapters on roentgen manifestations of spe- 
cific diseases. The over-all groups here are 
calcareous diseases, tumors, infections, in- 
sufficiency and secondary involvements. 
Finally, there is a chapter on differential 
diagnosis, carefully worked out and schem- 
atized. 

A guiding principle throughout Dr. Pop- 
pel’s discussion is the diagnostic responsibil- 
ity of the roentgenologist, doubly crucial in 
view of the situation when pancreatic disease 
is present. In answer to the question “How 
far should the roentgenologist concern him- 
self with clinical and laboratory data?” the 
author asserts that these must always be 
made available, as it is essential that they 
enter into any consideration of the roentgen 
image. He warns that the roentgenologist 
must not become a laboratory worker, for 
his essential task is to correlate the roentgen 
image with the clinical data. This is a line 
of thought that will not be lost on any care- 
ful reader, and the author is to be commended 
for recognizing the need of reasserting it 
so forcibly. 

A special work is in order concerning the 
excellent illustrative treatment, with over 180 
roentgen images, invariably highly instruc- 
tive. It is pointed out that a number of these 
are one-of-a-kind for the disease under dis- 
cussion. It can safely be said that the plates 
in themselves will recommend the book for 
the private as well as the institutional co!- 
lection. 

Also useful are a set of statistics on deaths 
from pancreatic disease and a_ selected 
bibliography. 

M. T. 
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_ Abstracts from Current Literature 


Subtotal Adrenalectomy in the Treatment of 
Patients with Severe Essential Hyperten- 
sion. Zintel, H. A.; Wolferth, C. C.; Jeffers, 
W. A.; Hafkenschiel, J. H., and Lukens, 
F. D. W., Ann. Surg. 134:351, 1951. 
Observing that currently established neuro- 

surgical therapy for hypertension leaves some- 
thing to be desired and recognizing the rela- 
tion of adrenal glandular function to hyper- 
tension, the authors have attempted to alter 
blood pressure by subtotal adrenalectomy. 

Differing from the reports of previous in- 
vestigators who have removed not more than 
60 per cent of the total adrenal tissue, the 
present series represents an attempt to ablate 
88 to 95 per cent of all the adrenal gland 
tissue without producing frank adrenal in- 
sufficiency. 

Although this paper deals with 26 patients 
who were submitted to operations on the 
adrenal glands, only 13 of these have under- 
gone 88 to 98 per cent adrenalectomy as their 
only surgical procedure. On the others vari- 
ous combinations of sympathectomy and 
splanchnicectomy were performed, together 
with 90 to 98 per cent adrenalectomy. Two 
patients with evidences of severe renal dam- 
age have been subjected to total removal of 
both adrenal glands. 

All of these patients except 2 were classified 
in Smithwick Groups 4 and 5 as unsuitable 
for sympathectomy. It is important to ob- 
serve that Smithwick, who discussed this 
paper, reaffirmed his stand that in the light 
of present knowledge of the physiology of the 
adrenal cortex it is unjustifiable to subject 
any patients but those who fall into Group 4 
to this procedure. 

Eleven patients, only 2 of whom had under- 
gone previous surgical treatment of the sym- 
pathetic nervous system, have been followed 
for four to twelve months. Three of the 
eleven are dead. Of the 8 survivors, the aver- 
age blood pressure in millimeters of mercury 
has fallen from a preoperative level of 228 
systolic and 142 diastolic to corresponding 
values of 167 and 108. All of them have noted 
improvement of one or more of their symp- 
toms, which included headache, nausea, vom- 
iting, dyspnea, decreased vision and weak- 
ness. All of the 8 have been able to return 
to full-time or part-time activity. In 6 of 
the 8 increased skin pigmentation has devel- 
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oped, and 2 require adrenal replacement 
therapy. 

Adrenal insufficiency was always diagnosed 
by the clinical signs of weakness, nausea, 
vomiting and hypotension and called for vig- 
orous treatment with 5 per cent dextrose in 
physiologic solution of sodium chloride intra- 
venously administered, together with adrenal 
replacement therapy. 

The size of the adrenal glands removed 
from these patients with essential hyperten- 
sion was not abnormal. The average weight 
of the intact removed gland was 6.12 Gm. 
Nodular hyperplasia was observed in the 
adrenal cortex in one-third of the patients, 
and two of the removed glands contained 
adenomas. 

As yet it is not possible to arrive at defi- 
nite conclusions with regard to the effective- 
ness of subtotal adrenalectomy in the treat- 
ment of severe essential hypertension. The 
possibility that the procedure may find its 
greatest usefulness as an adjunct to limited 
or extensive sympathectomy and _ splanchni- 
cectomy is being studied. 

THOMAS WILENSKY, M.D. 


Results of Surgical Treatment of Unilateral 
Carcinoma of the Breast in Women. Har- 
rington, S. W., J.A.M.A. 148:1007, 1952. 
This report from the service of a surgeon 

whose experience with mammary carcinoma 
probably at least equals that of any living 
clinician reiterates and reemphasizes the prin- 
ciples of management that have been accepted 
with virtual unanimity since Halsted intro- 
duced the radical operation. 

The outstanding features of statistical 
studies of carcinoma of the breast are the 
alarming increase in frequency as well as the 
increase in mortality from the disease. 

The best results are obtained with primary 
radical mastectomy. The possibility of cure 
depends on the thoroughness with which the 
operation is performed. The importance of 
this observation cannot be overestimated, for 
secondary operative procedures are rarely 
curative. 

Harrington’s criteria for determining oper- 
ability have been remarkably flexible, and he 
has accepted for operation all patients to 
whom, in his judgment, there was a reason- 
able chance of offering comfort or longer life. 
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In the cases on which this report is based any 


lesion of the breast was considered operable if ~ 


it was freely movable from the thoracic wall, 
regardless of ulceration. In some patients 
with cutaneous nodules and with palpable 
axillary lymph nodes the lesion was consid- 
ered operable. Inoperability was admitted 
when the growth was large and adherent to 
the thoracic wall and there was extensive 
metastasis to the axillary and supraclavicular 
nodes or to distant parts. 

In Harrington’s opinion the most important 
consideration in prognosis is whether or not 
the disease has metastasized from the primary 
location in the breast before operation. 

Grading of the malignant lesions according 
to Broder’s method revealed that 47.5 per 
cent of all carcinomas of the breast in this 
series were Grade 4, and axillary nodal metas- 
tasis was present in 80.3 per cent of all cases 
of Grade 4 carcinoma at the time of opera- 
tion. In harmony with this observation is 
the follow-up disclosure of the existence of a 
definite and uniform relation between the 
operati evresults and the grade of malig- 
nancy. 

This study showed also that the results 
obtained from radical mastectomy in patients 
who did not have axillary nodal metastasis 
at the time of operation were not improved 
by irradiation therapy. In fact, the figures 
tend to indicate that in such cases the prog- 
nosis was actually worse when postoperative 
irradiation was given. 

On the other hand, studies of five-year sur- 
vival rates indicate that there has been some 
improvement in the results when radical mas- 
tectomy was followed by irradiation therapy 
in cases of mammary carcinoma with axillary 
nodal metastasis. 

All studies dealing with adenocarcinoma of 
the breast, and including considerations of 
all possible varieties, indicate emphatically 
that the most important feature in the treat- 
ment of this dread disease, which is increasing 
alarmingly in frequency, is thorough primary 
radical mastectomy. 

THOMAS WILENSKY, M.D. 


Some Investigations on Lymph from a Tho- 
racic Duct Fistula in Man. Courtice, F. C.; 
Simmonds, W. J. and Steinbeck, A. W.: 
Australian J. Exper. Biol. & M. Se. 29:201 
(March 5), 1951. 

An opportunity to study the lymph content 
of a thoracic duct fistula in man occurred 
after accidental injury to the thoracic duct 
at the time of removal of a malignant mela- 
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noma from the left side of the neck, with 
block dissection of the lymph nodes. Investi- 
gation was done on only 1 patient for two test 
periods, both on the same day, with a bricf 
five-minute test period on the following day. 
In the opinion of. the authors, the fistula in- 
volved the entire thoracic duct. The rate of 
flow of lymph varied from 2.8 to 3.7 Gm. per 
100 milliliters, and the lymphocytes numbered 
from 1,850 to 3,800 per cubic millimeter in 
different samples. 

Patients with a thoracic duct fistula deteri- 
orate rapidly, as the daily loss is equivalent to 
50 to 100 per cent of the circulating plasma, 
with a loss of 34 to 40 per cent of the circulat- 
ing plasma proteins and a loss of 85 to 130 
per cent of the total circulating lymphocytes. 

This compares favorably with the results 
obtained by other investigators on various ani- 
mals. Only 0.14 per cent of an injected dose 
of blue dye, T1824, was recovered during the 
first hour after the injection. This agrees 
with the results of animal experiments which 
show that dye returning to the circulation by 
way of the lymph is not a source of error in 
estimation of plasma volume. 

H. J. ROSEVEAR, M.D. 


The Differential Diagnosis of Malignant Dis- 
ease of the Peritoneum. Owen, Daniel: 
Brit. J. Surg. 39:147, 1951. 

Various conditions may simulate malignant 
involvement of the peritoneum. Tuberculosis, 
polyarteritis, tale granulomas, fat necrosis, 
splenosis and enterogenous cysts are the most 
common. The polarizing microscope will dem- 
onstrate tale particles or fat crystals. The 
areas of fat necrosis are grayish white and 
opaque, or they may be yellowish. Tubercu- 
losis of the peritoneum is characterized by 
abundant ascitic fluid, and often the tubercle 
bacillus can be isolated by culture. Tale gran- 
ulomas follow laparotomy and often occur 
shortly after the operation, although instances 
have been reported fifteen or more years later. 
Real malignant involvement of the peritoneum 
usually occurs in the form of discrete nodules. 
In some cases the involved areas have pedun- 
culated forms or are characterized by plaque- 
like masses or cysts. Rarely, the “skin graft 
form” is present, and then the only suggestive 
sign is a localized area of dull-looking peri- 
toneum. In cases of peritoneal involvemen' 
via the blood stream, flat subperitoneal le- 
sions are characteristic. 

RICHARD A. LEONARDO, M.D. 
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Unnecessary Ovariectomies. Doyle, J. C.: 

J.A.M.A. 148:1105, 1952. 

The purpose of this paper is to call atten- 
tion to the unwarranted sacrifice of normal 
ovaries. A survey of 546 gynecologic opera- 
tions with removal of 704 normal ovaries pro- 
vided the significant statistical data from 
wiiich were derived the pertinent critical de- 

ictions. 

The routine removal of ovaries during other 

necologic operations as a prophylactic or 
»eventive measure against future develop- 

nt of cancer of these organs has been advo- 
..ted by some physicians. Of those who are 
i: favor of this procedure, the greater num- 
ber recommend that the patient be at least 
5 years old. Now and then a physician is 
found who is opposed to prophylactic ovari- 
ectomy at any age. In support of this con- 
scrvative attitude, the rarity of ovarian cancer 
developing after hysterectomy and the low 
incidence of ovarian cancer after the age of 
50 are cited. Since many women have normally 
functioning ovaries well into the 50’s, the 
author is distinctly opposed to prophylactic 
ovariectomy before the age of 45 and feels 
that 50 is probably an even better age limit 
for this procedure. 

An exhaustive, dispassionate study of the 
collected material suggested strongly that 
lack of appreciation of ovarian physiology 
and/or careless or grossly inaccurate pre- 
operative and in situ diagnosis had been re- 
sponsible for a great many needless and 
mutilating ovariectomies, often bilateral. 

These serious accusations are supported by 
the observation that bleeding was the com- 
plaint of 461 patients (84.4 per cent) and was 
the only complaint of 75 (138.7 per cent of the 
patients) who were ovariectomized. Abdom- 
inal or pelvic pain was present in 247 patients 
(45.2 per cent) ; in 66 (10.9 per cent) of these 
it was the only complaint recorded. Dysmenor- 
rhea was recorded for 63 (11.5 per cent) and 
backache for 52 (9.3 per cent). No symptoms 
at all were recorded in 47 (8.6 per cent) of the 
case histories. 

The author did not fail to classify the phy- 
sicians who performed the surgical procedures 
under discussion. The majority (51.3 per 
cent) were done by general surgeons, while 
28.6 per cent were done by general practi- 
tioners and 20.1 per cent by specialists. 

Diagnostic errors can be avoided by observ- 
ing the principles essential to accurate gyne- 
cologic diagnosis. There is no substitute for 
the meticulously elicited history and complete 
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physical examination, including indicated lab- 
oratory tests and procedures. Haste is rarely 
justified, and check and recheck of the diag- 
nosis at intervals, and occasionally by exam- 
ination with the patient under anesthesia, 
is advisable before the decision is made to 
resort to surgical treatment. 

The responsibility of physicians to the 
women who seek reassurance primarily with 
regard to cancer, real or fancied, is exceedingly 
great. This faith and trust can be well justi- 
fied by the physician who is professionally’ 
and intellectually honest and who is fortified 
with the knowledge, experience and industry 
without which accuracy in diagnosis and 
treatment is rare. 

THOMAS WILENSKY, M.D. 


Retropubic Prostatectomy: Analysis of 100 
Cases. Hand, J. R. and Sullivan, A. W., 
J.A.M.A. 145:1313, 1951. 

An analysis of 100 cases of prostatism 
treated by retropubic prostatectomy is pre- 
sented. Statistically the group is comparable 
with any other series except that only 1 
patient showed a significant elevation of urea 
nitrogen. Postoperative complications were 
minimal. Significant bleeding occurred in 7 
instances; cystoscopic evacuation of clots was 
required in 2. Twenty-three patients had 
serous would drainage, and only 1 patient had 
urinary drainage four days after the opera- 
tion. Osteitis pubis did not occur, but 3 
patients had rectus muscle tenderness and 
spasm. 

Ureteral catheters were removed in most 
instances on the ninth postoperative day, pre- 
vessical drains on the sixth. The average stay 
in the hospital was thirteen and one-half days. 

Interest was centered on sexual potency in 
the follow-up examination. Fifty per cent of 
a group of 50 patients complained of dimin- 
ished sexual potency, while 20 of 84 patients 
reported improvement. 

The operative technic has been varied from 
Millin’s by the use of a vertical capsular inci- 
sion that extends through the vessical neck 
and by omitting fulguration for hemostasis. 
The technic of total prostatectomy for car- 
cinoma is also described. 

The authors were pleased with the post-, 
operative progress of their patients. Their 
statistics on sexual potency have changed 
their concept of preservation of this func- 
tion, which apparently was the chief reason 
for selecting this approach. 

JACK HyMAN, M.D. 
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In Memoriam 


JOHN GARRISON SNELLING, JR. 
M.D., F.A.C.S., F.I.C.S. 


Dr. John Garrison Snelling of Munroe, Lou- 
isiana, died recently at the age of 53. He 
received his medical -degree from Tulane 
University in 1924 and served his internship 
at the Charity Hospital in New Orleans until 
1926. Upon completing his internship, Dr. 
Snelling held positions as Assistant Resident 
Surgeon and Resident Surgeon at Charity 
Hospital in New Orleans until 1930. At the 
time of his death he was Attending Surgeon 
at the St. Francis Sanitarium and Charity 
Hospital, both of Monroe, Louisiana. Y 

Dr. Snelling was a member of the American 
College of Surgeons, the American Medical 
Association, the Southeastern Surgical Con- 
gress, the Surgical Association of Louisiana, 
the Louisiana State Medical Society, the 
Ouachita Parish Medical Society and the In- 
ternational College of Surgeons. 


JOHN DRYER BALL 
M.D., F.A.C.S., F.I.C.S. 


On December 20, 1951, John Dryer Ball of 
Santa Ana, California, passed away. Dr. Ball 
received his medical degree from the Univer- 
sity of California in 1922 and served his in- 
ternship at the University of California Hos- 
pital, the Children’s Hospital of Boston and 
the Boston City Hospital. From 1942 to 1943 
Dr. Ball did postgraduate work at the Cook 
County Graduate School of Medicine in Chi- 
cago. Dr. Ball was a member of the staff 
of the Orange County General Hospital, 
Orange, California, since 1928, and at the 
time of his death he was Chief of Surgical 
Service at that hospital. 

Dr. Ball was a member of the American 
College of Surgeons, the American Medical 
Association, The California Medical Associa- 
tion, the Orange County Medical ‘Association, 
the Los Angeles Surgical Society, the Ameri- 
can Association of Industrial Physicians and 
Surgeons, of the Western Association of 
Industrial Physicians and Surgeons, Vice- 
President of the International College of 
Surgeons. 


PHILIP GOLDFADER 
M.D., F.LC.S. 


Dr. Philip Goldfader, noted urologist, died 
last August in Sherman Oaks, California. In 
1914 Dr. Goldfader was graduated from the 
Long Island Medical College, and he served 
his internship at St. Marks Hospital from 
1914 to 1916. From 1918 to 1925 he held the 
position of associate in Urology at St. Marks 
Hospital, and until 1932 he held the same posi- 
tion at the Unity Hospital of Brooklyn. Since 
1937 Dr. Goldfader had served as Acting At- 
tending Urologist at Trinity Hospital in 
Brooklyn. He was certified by the American 
Board of Urology in 1938. 

Dr. Goldfader was a member of the Ameri- 
can Medical Association, the American Uro- 
logical Association, the New York Urological 
Society, the Broklyn Urological Society, Kings 
County Medical Society, the New York State 
Medical Society, the Williamsburg Medical 
Society and the International College of Sur- 
geons. 


GEORGE HAEBERLE STINE 
M.D., F.I.C.S. 


On April 9 of this year, Dr. George Hae- 
berle Stine died at the age of 55. Dr. Stine 
received his medical degree in 1923 from the 
University of Buffalo, and he served his in- 
ternship at the Buffalo General Hospital, 
Buffalo, New York and Cragmoor Sanatorium, 
Colorado Springs, Colorado. From 19387 to 
1947 Dr. Stine was Graduate Lecturer for the 
American Academy of Ophthalmology and 
Otolaryngology, and at the time of his death 
he was a member of the active staff at the 
Glockner Penrose, Memorial and St. Francis 
hospitals. 

Dr. Stine was a member of the American 
Medical Association, the American Academy 
of Ophthalmology, the Colorado Ophthalmolo- 
gical Society, the E] Paso County Medical So- 
ciety, the Colorado Spring Clinical Club, the 
Missouri Pacific Hospital Association, the 
Colorado Springs Solly Tuberculosis Society 
and the International College of Surgeons. 
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